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MEMO FROM THE PUBLISHER 


BEGINNING ON PAGE 223 of this issue you will find an index of 
articles and features published in the six Volume XII issues of 
GP. Henceforth, each June and December issue will include a 
complete volume index designed to help the busy physician- 
reader locate information which has appeared in previous issues. 
Although GP’s staff has painstakingly prepared an index of each 
previous volume, copies have been sent only to readers who re- 
quested them. Without request and free of charge, we have sent 
the index to all medical libraries. However, the steadily increas- 
ing demand for copies prompted our recent decision to include 
an index in the final issue of each volume. 

In mentioning the index, we are reminded of the friendly, 
continuing vendetta we’ve waged with medical librarians since 
the first issue of GP was mailed in April, 1950. We apparently 
violated a seemingly inviolate rule by not publishing bibliog- 
raphies (still available on request) and by failing to conform 
with an age-old pagination policy. 

Since the memory of man runneth not to the contrary, many 
medical publications (we eschew the term “journal”—GP is a 
magazine!) numbered editorial pages consecutively through an 
entire six- or twelve-issue volume. Advertising pages, evidently 
not meriting such distinguished consideration, have been num- 
bered on an issue-to-issue basis. This policy, which we didn’t 
buy, met with the hearty approval of medical librarians but im- 
pressed us as being needlessly confusing. 

We further contended that GP was published for busy family 
doctors—not dusty library shelves. One outspoken lady, so en- 
gaged, interpreted this as a slur on “dusty librarians” and 
promptly signified her resentment at our seemingly audacious 
affront! 

We admittedly erred in another assumption on which our 
publishing policies were based. In omitting an index, we as- 
sumed that GP readers would clip articles of lasting interest. 
We were wrong, they don’t. Instead, we discovered that an at- 
tractive magazine has aesthetic appeal and that the doctor is 
reluctant to have at it with a pair of scissors. A survey of readers 
reveals that they keep GP and refuse to mutilate it by clipping. 
Ergo, the index. 

Each index issue will be designated by a brief mention on the 
backbone of the issue in which it appears. A limited number of 
unbound copies will be available—on request. —M.F.C. 


Christmas again reminds us to tell GP’s many friends 
how much we appreciate their loyalty and interest. To our 
readers, authors and advertisers, warmest wishes for the 


Holiday Season and 1956. 
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SECRETARY'S NEWSLETTER 


DECEMBER, 1955 


Significant Events 


AMA Attacks > The AMA will undertake an all—out campaign to halt 
Discrimination hospital discrimination against general practitioners. In 

oston last week, after hearing extensive testimony for and 
against several resolutions implementing the report of the 
Committee on Medical Practices, an AMA House reference com- 
mittee put teeth in the committee's recommendations. 

A committee of five delegates, three of whom must be 
general practitioners, will seek to: (1) Stimulate the 
formation of general practice departments in all medical 
schools; (2) Give medical students experience in general 
practice; and (3) Discourage “arbitrary restrictions by 
hospitals against general practitioners." In the same 
resolution, the House instructed AMA representatives on the 
Joint Commission on Accreditation of Hospitals to ask that 
full accreditation be withheld from "community or general 
hospitals which exclude or arbitrarily restrict hospital 
privileges for generalists as a class regardless of their 
individual professional competence." 

The unanimous adoption of the resolution in a tension— 
charged House session marked a signal victory in the 


Academy's campaign to win proper hospital privileges for 
general practitioners. 


DeTar Report > An informative report, written and distributed by AMA 

Urges Action Delegate J. S. DeTar, the Academy's president—elect, 
helped delegates cope with reports and resolutions 
concerning general practice. The 28—page report highlights a 
recent survey by the Academy's Commission on Hospitals. It 
discusses the arbitrary restriction of hospital privileges 
and the general practitioner—hospital relationship. 

At the AMA's June Atlantic City meeting, Delegate DeTar 

(Milan, Mich.) reminded members of the House that they were 
being asked to give sight—unseen approval to a report pre— 
pared by the AMA'S Committee on Medical Practices and 
promptly pigeon—holed by the Board of Trustees. The DeTar 
report reaffirms specific recommendations contained in the 
controversial AMA report. ACS Director Paul R. Hawley 
praised Dr. DeTar's objective analysis of hospital privilege 
problems. After reading the DeTar report, Dr. Hawley said, 
"I wholeheartedly agree that hospital privileges are 
essential to an acceptable quality of general practice." 


A slightly condensed version of Dr. DeTar's report will 
published for the first time in the January issue of GP. 
Delegates Honor P Academy member E. Roger Samuel 66-year-old famil 
Academy Member doctor from Mt. Carmel, Pa. (pop., 14,222), was named General 


Practitioner of the Year by delegates attending the AMA 
interim session. Dr. Samuel, a S35rd degree Mason, graduated 
from the University of Pennsylvania School of Medicine in 
1913. An Academy member since May, 1948, Dr. Samuel has 
been a family doctor for 42 years. 
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lowa Ruling May 
Set Legal Pattern 


Medical Fees 


> At a special meeting timed to coincide with the AMA's 
Boston interim session, members of the Academy's Executive 


Committee discussed the family doctor's meager share of the 
78 Blue Shield payment plans and the confusing variety of 


answers to the age-old problem of prorating payments to two 
or more physicians. General practitioners, outnumbered 3-2 
y surgical specialists on Blue Shield boards, seek a 
larger, more clearly defined slice of the yearly $275 mil- 
lion Blue Shield pie. 


The variety of existing local option plans stress the need 
for a more uniform plan which prorates the surgical fee. 


Currently, 75 per cent of Blue Shield plans make separate 
payments to the referring physician who performs necessary 
services. However, more than half of these payments are in 
addition to the scheduled surgical fee. 

Despite a 1954 AMA Judicial Council ruling which permits 


physicians to render a joint or combined bill to nonprofit 


insurance companies and an ACS statement that "in certain 


areas" the prorated amount should be a fixed portion of the 


established surgical benefit, Blue Shield plans still prefer 


to pay the surgeon. Less than half of the 78 plans prorate 
the surgical fee and many pay only one doctor. 

Members of the Executive Committee also learned that the 
Academy has been asked to name a liaison member to the AMA's 


Committee on Legislation. 


> A 13—week Des Moines, Iowa, trial ended Nov. 28 with 


District Judge C. Edwin Moore's decision that hospital 


corporations cannot practice medicine. The decision, first 
of several pending, makes it illegal for hospitals to employ 
staff physicians and bill directly for their services. 


Under the Iowa ruling, a staff pathologist or radiologist 
who permits a hospital to bill for his medical services 


ithout 1 


the patient's consent is guilty of fee-splitting, 


w 
illegal under the Iowa Medical Code. 


Billing patients for the services of staff specialists had 


earlier been ruled illegal by the state's attorney general. 


Last spring, the Iowa Hospital Association started court 
action to upset this ruling. 


settled doct 


Judge Moore's decision is a clarification of a well-— 
trine that corporations—including hospitals—may 


not engage in 


the practice of medicine. The highest courts 


in most, 


but not all, states are in accord. 


> Grievances in the temple of Aesculapius still fascinate 


science writers and the millions of people who read consumer 
magazines. This premise is melodramatically illustrated in 
the December 13 issue of Look magazine. 

Although Medical Editor Roland Berg used six-year-old 
statistics, he showed more restraint than many of his 


overzealous compatriots. The article still makes a large 
mountain out a of a modest molehill. 
Entitled, "War Among the Doctors," it discusses the 


disparity between fees charged by specialists and fees 
charged by general practitioners. Add a typically tense 


illustration showing two furrow-—browed surgeons in action 
and the result is awesome. 
irgeons will doubtless disagree with Berg's blind, 


Many st 
unsupport 


ted qu 


1ote pointing out that the average surgeon, 


during hi 


is lif 


fetime, earns $500,000 more than the average 


general practi 


itioner. 


PLAN NOW TO ATTEND THE ACADEMY'S EIGHTH ANNUAL SCIENTIFIC 
ASSEMBLY, MARCH 19-22, 1956, ARMORY, WASHINGTON, D.C. A 
HOTEL RESERVATION FORM APPEARS ON PAGE 133 OF THIS ISSUE. 
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tissue and no contractures. 


SEVERE BURN OR MINOR IRRITATIONS 


WHITE’S VITAMIN A&D OINTMENT 


September 1. After only one week of local appli- 
cations with White's Vitamin A & D Ointment each time 


diaper was changed, the skin surface is normal. 
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September 
diaper rash 
© dry skin 
bedsores 
* slow healing wounds 
© varicose and diabetic ulcers 
* fissured nipples 
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Executive Secretary: Mrs. Mary Hatsreap, 15125 Grand 
River, Detroit 27 

Minnesota. President: Herman E. m.p., 205 Strobeck 
Building, Hopkins; Secretary-Treasurer: Lewis J. RoBERTs, 
M.D., 3827 Central Avenue, N.E., Minneapolis, Executive Sec- 
retary: JaMEs A. BLAKE, M.D., 15—9th Avenue, South, Hopkins 

Mississippi. President: Wmu1aM E. Lorrernuos, M.p., 1527 North 
West Street, Jackson; Secretary-Treasurer: Ropert M. Sra- 
WRIGHT, M.D., Bolton; Executive Secretary: Miss Louise 
Lacey, P.O. Box 1435, Jackson 

Missouri. President: THomas L. Dwyer, m.p., 119 East Love 
Street, Mexico; Secretary-Treasurer: James H. TRo.inGer, 
M.D., Jackson 

Montana. President: JosepH S. PENNEPACKER, M.D., 110 Third 
Street, S.W., Sidney; Secretary-Treasurer: Harry R. Sot- 
TERO, M.D., 315 North Broadway, Billings 

Nebraska. President: Ftoyp C. NEtson, M.D., 2734 North Sixty- 
first Street, Omaha; Secretary-Treasurer: Joun A. Brown, 
III, M.p., 412 Lincoln Liberty Life Building, Lincoln 

Nevada. President: Joseph M. Grorce, Jr., M.p., 402 Carson 
Avenue, Las Vegas; Secretary-Treasurer: BuRCHARD WINNE, 
M.D., Walker River Hospital, Schurz 

New Hampshire. President: D. Tuisopeau, M.D., 184 
Main Street, Nashua; Secretary-Treasurer: F. Pur- 
NAM, M.D., Lyme 

New Jersey. President: Samurt R. Deicu, M.p., 170 Passaic Ave- 
nue, Passaic; Secretary: RicHarD R. CHAMBERLAIN, M.D., 30 
Lenox Place, Maplewood; Treasurer: Rosert E. Verpon, 
M.D., 682 Anderson Avenue, Cliffside Park 

New Mexico. President: ALBERT M. Rosen, M.D., Theatre Build- 
ing, Taos; Secretary-Treasurer: Juntus A. Evans, M.D., 1032 
Seventh Street, Las Vegas 

New York. President: J. HUNTER Fucus, M.D., 8712 132nd Street, 
Richmond Hill 18; Secretary-Treasurer: Raymonp S. 
McKegsy, M.D., 84 Main Street, Binghamton 

North Carolina. President: E. M.p., 121 West 
Seventh Street, Charlotte 2; Secretary-Treasurer: JoHn R. 
SENDER, M.D., 820 Nissen Building, Winston-Salem 
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Ohio. President: James R. Jarvis, M.D., 507 South Washington, 
Van Wert; Treasurer: Howarp R. Mrrcuett, M.D., 683 East 
Broad Street, Columbus; Executive Secretary: Eart D. Mc- 
CALLISTER, M.D., 209 South High Street, Columbus 15 

Oklahoma. President: Eart M. Lusk, m.p., 915 South Cincin- 
nati, Tulsa; Secretary-Treasurer: V. M. RUTHERFORD, M.D., 
328 East Aeronca, Midwest City; Executive Secretary: MARY 
Lou Cranan, 1227 Classen Drive, Oklahoma City 3 

Oregon. President: RayMonp M. REIcHLE, M.D., 2209 Northeast 
Killingsworth, Portland; Executive Secretary: Mr. J. J. 
Apams, 106 S.E. 109th Avenue, Portland 

Pennsylvania. President: ARTHUR CLATEMAN, M.D., 757 Warring- 
ton Avenue, Pittsburgh 10; Secretary-Treasurer: Horace W. 
Esupacu, M.D., 4450 State Road, Drexel Hill 

Rhode Island. President: Samuer D. Ciark, M.v., 209 Hope 
Street, Bristol; Secretary-Treasurer: RicHarp J. KRAEMER, 
M.D., 2907 Post Road, Greenwood, P.O. Warwick 

South Carolina. President: Hervey D. Mean, m.v., P.O. Box 301, 
Pendleton; Secretary-Treasurer: Horace M. Wuirworts, 
M.D., 301 East Coffee Street, Greenville 

South Dakota. President: Joun C. Hacin, M.p., Drawer N, Miller; 
Secretary-Treasurer: Macni Davipson, Brookings 
Clinic, Brookings 

Tennessee. President: S. OGLE Jonrs, M.p., 103 East Swan Street, 
Centerville; Secretary-Treasurer: D. J. Jouns, M.D., 313 
Bennie-Dillon Building, Nashville 

Texas. President: James D. Murpny, M.D., 1556 West Magnolia, 
Fort Worth; Treasurer: Joun M. Smiru, Jr., M.p., 205 Cam- 
den, San Antonio; Executive Secretary: Mr. Donato C, 
Jackson, 308 West Fifteenth Street, Austin 

Utah. President: J. Pourtson Hunter, m.p., 3007 Highland 
Drive, Salt Lake City; Secretary-Treasurer: AARON BELNAP 
Ross, “.p., 3419 Riverdale Road, Ogden 

Vermont. President: Donatp L. BasHaw, M.p., 31 South Main 
Street, Wallingford; Secretary: Wimuiam H. HEININGER, M.D., 
37 Buell Street, Burlington 

Virginia. President: Rurus Brirrain, M.D., Jeffersonville Hos- 
pital, Tazewell; Secretary: Russett C. McALLIsTER, M.D., 1016 
West Franklin Street, Richmond 20; Treasurer: Cart W. 
MEapor, M.D., 622 North Boulevard, Richmond 20; Execu- 
tive Secretary: Mrs. Louise B. Greiner, 1105 West Franklin 
Street, Richmond 20 

Washington. President: Errott W. Rawson, M.D., 1002 Medical- 
Dental Building, Seattle; Secretary-Treasurer: Joun C. Ety, 
M.D., East 10706 Sprague Avenue, Opportunity; Executive 
Secretary: Mrs. KaTHertne LEHMAN, 726 West Sixth Avenue 
No. 2, Spokane 4 

West Virginia. President: THomas Barper, M.D., 1204 
East Washington Street, Charleston 1; Secretary: Seicte W. 
Parks, M.D., 102 Adams Street, Fairmont; Treasurer: Myer 
BocaraD, M.D., 1732 Main Street, Weirton 

Wisconsin. President: Raymonp R. RicHarps, M.p., 116 West 
Grand Avenue, Eau Claire; Secretary-Treasurer: EpGar Enp, 
M.D., 7608 West State Street, Wauwatosa; Executive Secre- 
tary: Mr. Ropert A. Durour, 758 North Twenty-seventh 
Street, Milwaukee 8 

Wyoming. President: Ricuarp P. FirzGeratp, M.D., 222 South 
Wilson, Casper; Secretary-Treasurer: Wittarp H. Pennoyer, 
M.D., 314 Hynds Building, Cheyenne 

Alaska. Acting Secretary: J. Gipson, M.p., 172 South 
Franklin, Juneau 

Hawaii. President: Joun W. Devereux, M.D., 1224 Punahow 
Street, Honolulu; Secretary-Treasurer: Rosert Y. Karsuk1, 
M.D., 1515 Nuuanu Avenue, Honolulu 
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This Month’s Authors 


Hugo H. Hanson, M.D. practices internal medicine in Houston, Texas. With 
a fellow Houstonian, Dr. Frank R. Denman, Dr. Hanson co-authored the article, 
**Arteriosclerotic Aneurysms of the Abdominal Aorta.” Dr. Hanson, a former 
fellow in medicine at both the Lahey Clinic and the Mayo Clinic, is also clinical 
assistant professor of Medicine at Baylor University College of Medicine, consult- 
ing internist at Southern Pacific Hospital, and a staff member of Hermann Hos- 
pital in Houston. He also finds time to serve as medical director of National 
Founders Life Insurance Company. 


Anthony J. Izzo, M.D. has been closely associated with the University of 
Rochester (New York) School of Medicine and Dentistry ever since his under- 
graduate days. The author of “Treatment of Addison’s Disease” did both 
undergraduate and graduate work at that institution, was subsequently an in- 
tern in pathology there, under the famous Dr. George Whipple. Internships 
and residencies in medicine followed, plus a special fellowship for research in 
endocrinology, and a year as chief resident in medicine at Strong Memorial 
Hospital. Dr. Izzo is now instructor in medicine at his alma mater. 


Ralph T. Lidge, M.D. is instructor in orthopedic surgery at the University 
of Illinois School of Medicine, and is a practicing orthopedist in Chicago. He 
collaborated with Dr. Robert C. Bechtol, an orthopedist of Santa Rosa, Cali- 
fornia, to produce the article, “Muscular Torticollis.” Dr. Lidge took his medical 
degree at Northwestern University Medical School, and saw war service as an 
orthopedic surgeon with the United States Army. He is a diplomate of the 
American Academy of Orthopaedic Surgery and a member of the American 
College of Surgeons. 


Edwin Matlin, M.D. is a member of the American Academy of General Prac- 
tice, the author of “Liver Function Tests” in this issue, and probably the most 
versatile man east of the Mississippi. He worked his way through Emory Uni- 
versity coaching wrestling and lacrosse. He belongs to the International Brother- 
hood of Magicians. He exhibits photography, watercolors and tropical fish 
he has bred. Builds furniture. Writes prolifically, for many medical journals. 
Shows medical exhibits at doctors’ conventions. And in Mt. Holly Springs, Pa., 
his hometown, he’s P.T.A. President and Cubmaster of the local Pack! 


Edward Settel, M.D. drew upon his own experience in geriatric research at 
Forest Hills (Long Island) Nursing Home and Geriatric Center, of which he is 
medical director, for his article, ‘Chlorpromazine in the Treatment of Senile 
Agitation.”” An AAGP member, Dr. Settel has engaged in general practice in 
Brooklyn for 15 years, since graduation from the Long Island College of Medi- 
cine. He took his internship at Jewish Hospital of Brooklyn. During medical 
school years, Dr. Settel earned tuition as an anatomic artist in the NYA pro- 
gram. He admits to hobbies of painting, golf, psychosomatic medicine and 
writing. 
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well tolerated broad spectrum antibacterial 


therapy plus antifungal prophylaxis 


Each MYSTECLIN capsule contains 250 mg. Steclin Hydrochloride and 
250,000 units Mycostatin. 


Minimum adult dose: 1 capsule q.i.d. Supply: Bottles of 12 and 100. 


* MYSTECLIN’, "STECLIN’ AND *MYCOSTATIN’® ARE SQUIBB TRADEMARKS. 
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Because it contains Steclin (Squibb Tetracycline), MYSTECLIN is an 
effective therapeutic agent for most bacterial infections. When caused 
by tetracycline-susceptible organisms, the following infections are a 
few of those which can be expected to respond to MYSTECLIN therapy: 


bronchitis + colitis + furunculosis + gonorrhea + lymphadenitis + men- 
ingitis * osteomyelitis + otitis media * pneumonia * pyelonephritis + 
sinusitis * tonsillitis 


MYSTECLIN is also indicated in certain viral infections and in amebic 
dysentery. 


In clinical use, Steclin has produced an extremely low incidence of the 
gastrointestinal distress sometimes observed with other broad spectrum 
antibiotics. Mycostatin (Squibb Nystatin), as contained in MYSTECLIN, 
is also a particularly well tolerated antibiotic and has produced no 
allergic reactions, even after prolonged administration. 


al 


and 


100. 


Because it contains Mycostatin, the first safe antifungal antibiotic, 
MYSTECLIN effectively prevents the overgrowth of Candida albicans 
(monilia) frequently associated with the administration of ordinary 
broad spectrum antibiotics. This overgrowth may sometimes cause 
gastrointestinal distress, anal pruritus, vaginitis, and thrush; on occa- 
sion, it may have serious and even fatal consequences. 


SQUIBB 
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FOR SELF-ADMINISTERED 
INHALATION ANALGESIA 


and the 


Brand of trichloroethylene U.S.P. (Blue) 


“Duke: University Inhaler 


No. 3160 Model-M 


® notably safe and effective 


“Trilene,” self administered with the “Duke” University Inhaler, under proper 


medical supervision, provides highly effective analgesia with a relatively wide 
margin of safety. 


@ convenient to use 


The “Duke” University Inhaler (Model-M) is specially designed for econ- 
omy, facility of handling, and ready control of vapor concentration. 


@ special advantages 
Induction of analgesia is usually smooth and rapid with minimum or no loss 
of consciousness. Patients treated on an ambulatory basis can usually leave 


the doctor’s office or hospital within 15 to 20 minutes. Inhalation is auto- 
matically interrupted if unconsciousness occurs. 


“Trilene” alone is recommended only for analgesia, not for anesthesia nor for the induction of 


anesthesia. Epinephrine is contraindicated when “Trilene” is administered. 


“Trilene” is available in 300 cc. containers, 15 cc. tubes, and 6 cc. ampuls. 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 


Ayerst Laboratories make “Trilene” available in the United States by arrangement with Imperial — 
(Pharmaceuticals) Limited. 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 


of authors of letters published in this department will be preserved upon request. 


Repay Attending Physician? 


Dear Sir: 

If | am correctly informed, the catastrophic insurance 
policy now offered by the AAGP specifically excludes com- 
pensation for physicians’ services, on the basis that physi- 
cians treat one another without charge. Personaliy, I doubt 
that this is as it should be. As for myself, one of the reasons 
that I carry medical insurance for myself and family is that 
the physician who attends us will, as a rule, willingly accept 
remuneration from an insurance company whereas he 
would otherwise decline it. I know other physicians who 
carry such insurance for the same reason. 

It would appear to me that to some physicians, especially 
those in certain specialties, this gratis care of fellow-physi- 
cians could become quite a sacrifice. And in the case of 
catastrophic illness, it could become all the more so. Why 
should the insurance policy deprive us of our only good 
opportunity to repay our attending physician? 

R. W. Homan, 
Crete, Neb. 


Dr. Homan is accurately informed. The Academy plan, 
designed to cover hospital and nursing expenses, presumes pro- 
fessional courtesy. Although we feel obliged to point out that 
expanded coverage means higher premiums, we would be 
interested in the opinions of other Academy members.— 
PUBLISHER 


“Didn't Set Right” 


Dear Sir: 
Having just resigned from the AAGP because of a physi- 
cal inability to get in the required postgraduate work, I 
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perhaps should not feel free to comment on a recent article 
in GP regarding surgeon’s fees. 

However, the thing just didn’t set right with me. I am 
a general practitioner, with a busy office practice, and have 
available a fairly well-equipped county hospital wherein I 
can do just about anything my conscience allows. 

I do obstetrics, minor surgery, traumatic surgery, inter- 
nal medicine and abdominal surgery. I clear orthopedic 
cases, sending those on which I cannot handle (with the 
exception of indigent cases that cannot afford to see an 
orthopedist). I do the same for EENT work. 

We try to follow a simple rule—to do what is best for the 
patient. Sometimes this takes in some fundamental eco- 
nomics—some people cannot afford a specialist. 

I have a good consultant list of specialists in nearby 
Beaumont. None has ever refused a case because they knew 
it to be a poor pay risk. The surgeons are men who happen 
to like surgery—but they are also biologists who are inter- 
ested in pathologic physiology. About a third of the pa- 
tients I refer to these men are operated upon. The others 
get careful work-ups to rule out pathology that might 
threaten the patient’s life—such as cancer. They in turn 
often refer the patient to an internist, orthopedist or some 
other specialist. 

The same goes for the urologists, ophthalmologists and 
orthopedists. The general practitioner should go ahead 
and admit to himself that the specialists are, as scientists, 
superior. We may all gripe a bit at them, but when we get 
in a jam, we holler for them. 

They earn their fees. They don’t collect on all their cases. 
They may overcharge on a simple appendix, but so does 
the general practitioner when he charges $3 for a two-bit 
injection of penicillin. 

And when they patch up a bleeding ulcer, set a difficult 
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bone, or clean out a cancer and give a man five or ten extra 
years of life—who can say what it is worth in dollars and 
cents? 

As to fee-splitting. It is certainly not done in this area. 
The only thing I have to gripe about is the practice of 
charging the patient for an assistant without making it 
clear beforehand that an assistant is needed. It brings up 
the old saw about the doctor needing the help, not the 
patient. 

And it is true and should be admitted that we as general 
practitioners use specialists to solve problems we cannot 
handle ourselves. We unload a lot of professional risks on 
their shoulders. 

I don’t stand in awe of surgeons. I have seen few opera- 
tions I couldn’t do myself after watching it once or twice. 

But I am man enough to admit I don’t have the guts to 
tackle a gastric resection, a complete hysterectomy with 
cleaning out the lymph channels, a nephrectomy, or an 
abdominoperineal resection. The same goes for properly 
handling a fracture of both bones of the forearm or a 
badly smashed ankle, or getting a piece of steel out of an 
eye. 

I can’t guarantee results, and I can’t face the patients 
and their families if I get a bad result when a specialist 
could have gotten a good one. 

All we should ask of the specialist is that he give our 
referral his best attention, that he get us a complete report 


as soon as possible, and that he refer the patient back to 
us when he finishes with him. 

Tuomas S. WurrecLoub, M.D. 
Newton, Tex. 


The Academy doesn’t expect every member to agree with 
everything which appears in its journal, GP. It feels a fre 
exchange of thought is helpful in medicine as in every othe) 
walk of life. The Academy regretfully accepted Dr. Whitc- 
cloud’s resignation—such independent thinkers are needed in 
an organization.— PUBLISHER 


Medicine Expounds Two OASI Views 
Dr. Carlos E. Fuste is a member of the Academy's Commis- 


sion on Legislation and Public Policy and we are herewith 
publishing a letter which he wrote to Mr. Leo Brown, director 
of the Department of Public Relations of the American Medical 
Association— PUBLISHER 


Dear Mr. Brown: 

I had the pleasure of hearing your presentation in Austin 
on September 10 and I want to congratulate you on a job 
well done. I beg permission to comment on what I believe 
to be a most important matter. 

American medicine has always taken the stand that a 
physician places the well-being of our people ahead of any 
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, personal or selfish consideration—that “the avowed objec- 
tive of the profession of medicine is the common good of 
mankind.” Furthermore, we have widely disseminated the 
impression throughout our membership and the laity that 
a doctor of medicine is first a citizen and as such should 
actively participate in civic and governmental affairs—that 
he not remain content to limit his activities to the care of 
the infirm, since he should recognize his useful rank among 
the vast concourse of citizens on whose shoulders the des- 
' tiny of our nation rests. 

It is my impression that the American Medical Associa- 
tion proposes to concern itself only with the part played by 
the physician in the proposed Social Security changes. I 
understood you to say that the association would not 
, oppose Social Security, that it would only oppose cash 


disability payments from its physician relationship. If then 
, that is to be the policy of the AMA it is my opinion that we 
l place ourselves in an untenable position. We are in effect 


saying to the people of this nation that Social Security is all 
right for them but not for us. It is this failure to recognize 
and combat Socialism in all its ramifications that has placed 
us, in my Opinion, in the position of fighting a continuing 


, rear-guard action, hacking at the branches, so to speak, 
. instead of eradicating the entire growth by severing its 
roots. 


I believe that the American physician both collectively 
, and individually has a moral duty to point out to the people 


that Social Security is a broad socialistic pattern that in 
truth is not an insurance program but a method of taxation 
in which the children of tomorrow will carry the burden 
saddled upon them by irresponsible legislators who, urged 
by an immoral public, relentlessly pursue the Welfare 
State. 

We also need to overcome in our membership the false 
belief that Social Security is here to stay. This has pro- 
duced an apathy and indifference on the part of the physi- 
cian who believes his fight to be futile. If we accept the 
statement that crime is here to stay as a fact, then certainly 
there is no need for a police force. On the other hand, if 
we simply acknowledge its presence and continue an un- 
relenting war against it there is always the hope that we 
can retrieve the responsibility for old-age security from the 
hands of government which depends exclusively on the 
powers of coercion and convey to our children the Liber- 
tarian philosophy of the sanctity of the individual and the 
right to life and private property. 

We have actually reached the point where you and I as 
individuals can be fined $10,000 and/or imprisoned for 
simply wanting to take care of our old-age security free 
from government interference. In spite of statements by the 
Senate Finance Committee and the House Ways and Means 
Committee against voluntary coverage, we should expose 
this un-American and immoral scheme and resist with all 
our power the prevalent idea that if an individual will not 
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prepare for his old-age—or for his aependents—that some 
one else must do it for him. Surely, if an individual clergy- 
man or a U.S. Representative is credited with enough 
sense, sagacity and business acumen to be able to decide 
whether or not OASI coverage is advantageous to him, the 
very least the government can do is to concede that indi- 
vidual physiciahs also are capable of exercising the same 
discretions. 
Cartos E. Fuste, JR., M.D. 

Alvin, Tex. 


Divergent opinion concerning Social Security continues to 
flow into GP in response to Dr. Milliken’s letter in the Septem- 
ber issue, as evidenced by the following letters —PuBLisHER 


Dear Sir: 

In answer to Dr. Milliken’s letter in the September issue 
of GP, 1 would like to cast my vote for social security for 
members of the profession on a voluntary basis. 


Joun E. Woop, 
Haleyville, Ala. 


Dear Sir: 
Regarding your inquiry concerning Social Security for 
members of the medical profession—I am definitely for it. 


LEONARD FLINKMAN, M.D. 
Philadelphia, Pa. 


Dear Sir: 

In response to your request for opinions on Social Secur- 
ity for members of the profession, I wish to state that I am 
heartily in favor of it and know many others who hold the 
same view. 

Seymour CHASAN, M.D. 
Westwood, N.J. 


A Building Reaction 
Dear Sir: 


I was amazed to learn that all you ask of us for our new 
Headquarters Building is $33. The reference on page 151 
of the August GP is the first I have seen about this matter— 
I am only a recent member. 

Unfortunately, I was equally amazed to see how few 
members have come forward with the requested $33. Here, 
at least, is mine and I hope that thousands of other mem- 
bers are even now doing the same. 

Rosert C. STEINMAN, M.D. 
Stelton, New Jersey 


Once in a great while comes a letter like this that warms the 
hearts of weary building committee chairmen. The merits of 
the Building Fund campaign are being ably urged by the 
respective state chairmen. GP merely points out that every 
Academy member should feel an individual pride of ownership 
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in this new Headquarters Building—and an accompanying 
desire to share in building it—as has New Member Robert 
Steinman.— PUBLISHER 


Still Loyal 


Dear Sir: 
Enclosed is a check to continue my subscription to GP. 
Inasmuch as I have begun a residency in pathology I will 

be unable to continue as an active member of AAGP. 

I feel that in two years of general practice and active 
membership in AAGP I have gained some insight into the 
problems of the general practitioner and I will continue to 
stand in support of the principles of the AAGP and to 
further its cause whenever possible. 

M. W. RocGenkamp, M.D. 

Indianapolis, Ind. 


Quiz on Quizzes 


Dear Sir: 

We would be grateful if you could assist us in the follow- 
ing problem. 

In an attempt to encourage the reading of current litera- 
ture by students during their junior year, the Department 
of Medicine at the University of Illinois College of Medicine 
plans to hold a series of quizzes on assigned references. The 


quizzes will be prepared by each instructor in his particular 
field. We would like to pattern our quizzes, however, after 
your GP Quiz which, published at regular intervals, is effec- 
tive and informative. We would like to send our reprints of 
your quizzes from the January and July, 1955 issues to our 
corps of instructors (30) and wonder whether it would be 
possible for you to make them available to us. 
Max SAMTER, M.D. 

Associate Professor of Medicine 
University of Illinois College of Medicine 
Chicago, 


The Academy is happy to cooperate with the University of 
Illinois medical school in its quiz project—PUBLISHER 


“Looking Forward” 


Dear Sir: 

Over the past seven years I have been a regular reader of 
GP and now that I am in general practice I am looking for- 
ward to membership in your fine group. I have finished two 
years in the Navy and a one-year general practice residency 
and I am now just starting a general practice in a small 
south Florida town. 

I have a fellow physician who is a medical missionary in 
Japan and I feel he would benefit from reading GP. Please 
put his name on your mailing list and send me the bill. He 
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is Dr. Frank A. Brown, 21-1696 Tarumi, Suita-shi, Osaka- 
fu, Japan. 

Please send me a membership blank and also send a 
copy of the 1955 Abstracts to Dr. R. M. Williamson, 
Homestead, Florida, and bill me. 

I am looking forward to my first Assembly next March. 

Rosert DouGtas, M.D. 
Homestead, Fla. 


“Outstanding Collection” - 


Dear Dr. Frohman: 

I wish to commend you on the great job you did on 
Abstracts. 1 hope it makes all the other readers feel, as I 
did, that the meeting—instead of being just a memory— 
has now “‘come alive” in a most useful, readable manner. I 
realize the tremendous amount of work that fell on you, 
your editorial committee, and the Headquarters staff. I am 
grateful that you have helped make the 1955 Assembly 
memorable by your excellent reporting of its séssions. 

Anprew S. Toms, M.D. 
Chairman 
1955 Committee on Scientific Assembly 
Victoria, Tex. 


Dear Sir: 


My congratulations to everyone concerned with the pub- 


lication of the beautiful 1955 edition of Abstracts. It is the 
best way of continuing to teach busy practitioners who 
need to get information quickly. It presents what was im- 
portant in the Los Angeles Assembly—readily available, 
easy to find and nicely put. I consider it a splendid addi- 
tion to my library. 
Leo H. BARTEMEIER, M.D. 

Seton Institute 

Baltimore, Md. 


Dear Sir: 


I am honored that my presentation might be a part of 


Abstracts. The book is splendid, both as to format and con- 
tent. Of course, the idea behind it is even better. This type 
of executive wide-awakeness is what has been responsible 
for the Academy’s phenomenal growth and success. 

Mr. W. E. Syers 

President 

Syers, Pickle and Winn 
Austin, Tex. 


Dear Sir: 

You and your staff are to be more than congratulated 
for putting together such an outstanding collection of medi- 
cal information. I am amazed that you were able to organ- 
ize so many sources of material and edit them in such a 


story-telling fashion. The 1955 Abstracts is proof that the 
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AAGP is interested in better medical service through the 
better education of its members. 
GrorGE J. BoInEs, M.D. 


Wilmington, Del. 


This kudo foursome is representative of the many gracious 
letters that have been received from 1955 AssTRacts readers. 
The Academy is pleased to remind them and others that plans 
are already being laid for the 1956 edition of ABsTRACTs 
emanating from the forthcoming Eighth Annual Scientific 
Assembly in Washington.—PuBLISHER 


Payment for Devotion 


Dear Sir: 

I wonder if you would be kind enough to send a sample 
copy of GP to: 

Stanley H. Reser, W.O.H.C., U.S.N., (Retired) 

% American Consulate 

Port-au-Prince 

Haiti, West Indies 

While Mr. Reser does not have an M.D., he has won the 
hearts of all in Haiti by his devoted work for many years 
among the sick. I would send him one of my copies, but I 
hate to part with them. 

Davin Ennis, M.D. 

Lyons, New York 


“You'll have to agree, boys. She's a 
real beauty... perfectly developed...” 
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Latest 


of Furadantin° 


brand of nitrofurantoin, Eaton 


Investigators: Latest data on effectiveness of Furadantin 
Clinical studies have demonstrated rapid 
clinical response in cases of 
cystitis and pyelonephritis, 
including infections caused by 
refractory organisms. 


Flippin, H.F.,and Eisenberg,G.M.: 
Antimicrobial Therapy 

in Medical Practice, Philadelphia, 
F. A. Davis Co., 1955, p. 40. 


13 acute cases . . . 6 appeared cured... 
6 markedly improved with no relapses. 


Trafton, H. M., et al.: New 


England J. Med. 252: 383, 1955. 36 chronic infections: 


30 showed symptomatic improvement, 
frequently within 24 hours. 


30 chronic urinary tract infections: 
Of 47 strains of bacteria isolated 
from these patients, 29 strains (62%) 
were eradicated by Furadantin. 


Beutner, E. H., et al.: 
Antibiotics Annual, 1954-1955, 
New York, Medical 
Encyclopedia, Inc., 1955, p. 988. 


THE JOURNAL 


Of patients with acute urinary tract 
infections, 95.7% were benefited. Patients with 
chronic infections and those with 

organic or obstructive lesions were 
benefited in 82% of cases. 


Hasen, H. B., and Moore, T. D.: 
J.A.M.A. 155: 1470, 1954. 


Dosage — average adult: four 100 mg. tablets daily, 1 tablet 
with each meal and 1 tablet on retiring, with food or milk. 


EATON LABORATORIES 
Furadantin tablets, 50 and 100 mg. in bottles of 25 and 100. | 
Furadantin Oral Suspension (5 mg. per cc.), bottle of 4 fl.oz. NORWICH « NEW YORK 


(118 ce.). 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS onl Je PRODUCTS OF EATON RESEARCH 
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— Announcing a new solution for eve infections — 
brand 


‘NEOSPORIN 
OPHTHALMIC SOLUTION 


guards eyes meticulously against bacteria 


Each cc. contains: 
*Aerosporin”® Sulfate Polymyxin B Sulfate ......... . 5,000 Units 


(Equivalent to 1.75 mg. Neomycin Base) 


Bottles of 10 cc. with sterile dropper. 


Also available—for dermatologic and ophthalmic infections: 
‘NEOSPORIN’® brand Polymyxin B—Bacitracin—Neomycin ANTIBIOTIC OINTMENT 
Tubes of 1 oz., 14 oz. (with applicator tip), and % oz. (with ophthalmic tip). 


Literature available on request. 


6 GP December 1955 33 


PERSONALITIES 


IN THE MEDICAL NEWS 


Axel Hugo Theorell, M.D. 
For enzyme discoveries, the Nobel Prize 


MEDICINE’S TOP INTERNATIONAL AWARD, the Nobel Prize, goes this 
year to a modest 52-year-old Swedish biochemist, Dr. Axel Hugo 
Theorell, “for his discoveries concerning the nature and action of 
oxidation enzymes.” Dr. Theorell, a polio victim in childhood, 
has devoted his professional life to research on enzymes, his 
principal work dealing with the nature of “breathing” or oxida- 
tion enzymes in the living cell. Dr. Theorell first attracted atten- 
tion 20 years ago by producing in pure crystalline form the yellow 
enzyme, active in combustion of oxygen in living cells. He was the 
first scientist to produce in pure form myoglobin, the red color- 
ing substance of the muscles. Dr. Theorell receives a plaque and 
$36,720.85, plus Nobel insignia, from King Gustav VI at Stock- 
holm December 16. He’ll use the money, he says, to carry for- 
ward his experimental research. Dr. Theorell now heads the bio- 
chemistry department of the Nobel Medical Institute in Stockholm. 


Franklin D. Murphy, M.D. 
For a security commission, an appointee 


SELECTED BY PRESIDENT EISENHOWER as one of 12 members of a 
bipartisan commission to review the controversial federal secur- 
ity program for government employees is the youthful chancellor 
of the University of Kansas, formerly dean of K.U. Medical School, 
Dr. Franklin D. Murphy. Membership on the commission, a part- 
time job, will not interfere with Dr. Murphy’s full-time educa- 
tional duties. The dozen men who will make up the policy board 
have been hand picked by the President, Vice-President Nixon 
and House Speaker Sam Rayburn to clarify security regulations 
for federal workers, an area long a political football. (All commis- 
sion members have been carefully cleared by the FBI.) Of the 
dozen, no more than half can be from one political party, while 
half are from government service, half from private life. Dr. 
Murphy, who has enjoyed a meteoric career in public affairs, 
education and medicine, was a natural choice for such a post. 
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Dr. Karl A. Menninger and Dr. William C. Menninger 
For attack on mental disease, a Lasker Award 


THe MENNINGER FouNDATION AND CuiNnIc, Topeka, 
Kansas, has received one of the si:: 1955 Albert Lasker 
Awards of the American Public Health Association 
for outstanding achievement in medical research and 
public health administration. The awards committee, 
in announcing the selection, specifically cited Drs. 
Karl A. and William C. Menninger for “a sustained 
and highly productive attack against mental diseases, 
bearing fruit in better hospitals, better trained staffs 
and greatly improved care of the patient.”” Coming as 
public attention is pinpointed on the need for in- 
creased research into mental and emotional ailments, 
the Lasker Award, generally considered one of the top 
medical honors this country can bestow, brings new 
acclaim to two men and a foundation that, in the com- 
mittee’s words, “have demonstrated that the majority 
of patients can be discharged from mental hospitals 
and the periods of their hospitalization markedly re- 
duced through intensive teamwork approach . . . have 
transformed Topeka into a world-famous training cen- 
ter, the largest of its kind in the United States, which 
has graduated nearly 500 psychiatrists for front-line 
service against mental illness. Inspired by their father, 
Dr. Charles Frederick Menninger, these brothers have 
created an institution which utilizes the best features 
of all psychotherapeutic methods.” The Menninger 
pioneer work in a field previously considered out of 
the mainstream of medical activity now bears fruit in 
such statistics as a $32,500,000 increase in the New 
York State mental health budget in a two-year period. 
The Lasker Awards were presented at the 83rd annual 
meeting of the American Public Health Association in 
Kansas City, 
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on an ECG aavestment 


If you are considering purchase 
of an electrocardiograph, it may seem to you 
that all makes are “pretty much alike”, 
since none can do more for you 
clinically than produce an electrocardiogram. 
Looking at it from an 
investirent point of view, you expect 
your instrument to pay you good dividends in 
the form of specific benefits to you 
and your patients. But, investments that pay 
extra dividends are the happy ones. 
Here are a few that go with Viso-Cardiette ownership. 


KNOWN dependability 

Initial thinking in idering an ECG should 
reach beyond f ble first impressi to the 
instrument's potential continuity of service. There 
the best yardstick is to inquire among those of 
your coll or who own electro- 
cardiographs. You will soon learn that the name 
“SANBORN” is synony with “‘d d 
bility”, which is an understandable result of over 
30 years of specialization in the design and manu- 
facture of this type of precision instrument. 


EXCLUSIVE Service Helps 

Every alternate month all Viso owners receive, 
free of charge, the Sanborn Technical Bulletin 
which contains much helpful data on operating 
ideas and techniques 
developed by others, and the like — all prepared 
by an experienced staff. In addition, a five-part 
Sanborn Service Course by correspondence is 
available for technicians principally, who wish 
technical information a bit beyond the preliminary 
Instructions. No othe: ECG maker offers these 
“extra dividends” in Service. 
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DIRECT responsibility 

There are many “‘extra dividends” in dealing 
directly with the maker of your ECG. The interest 
in and responsibility towards you as the user is 
with Sanborn Company instead of an intermediate 
source. There is a standardization of prices, and 
the cost is the same to all. Also, the Viso user can 
avail himself of direct contact with the designers 
of his instrument, and his local serviceman is, more 
likely than not, a SANBORN man, full-time and 
factory-trained. 


g 
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Ask for details of a 15-day, 
no-obligation clinical test plan. 


Santon Company 


CAMBRIDGE 39, MASSACHUSETTS 
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Education and Privileges 


Docrors OF MEDICINE were first interested in the patient 
as a person. Then, as their science became more com- 
plex, their interest shifted to systems, organs and func- 
tions. Only recently did the sand in medical science’s 
hour glass return and indicate that it was again time to 
regard the mind and body of man as a unit. 

For many years, the Josiah Macy, Jr., Foundation, 
which recently celebrated its 25th birthday, has sup- 
ported a Cornell University Medical College project to 
study the family as a health care unit. This study, and 
others, has focused attention on psychosomatic medi- 
cine and the important role of the family doctor. The 
general practitioner or personal physician is resuming 
the doctor’s original function. He is treating the whole 
person—not individual organs or diseases. 

Although more and more medical schools are revis- 
ing their curricula to emphasize social and economic 
aspects of health problems, Dr. Willard C. Rappleye, 
president of the Foundation and dean of Columbia 
University’s College of Physicians and Surgeons, be- 
lieves that the primary aim of undergraduate medical 
education should be to give the student a solid founda- 
tion for further development. A doctor requires a basic 
knowledge of medical science. He needs to be trained 
in methods of study and he must develop an attitude 
that will enable him to continue the lifelong process of 
medical education. 

Continuing postgraduate education is one of the 
Academy’s requirements and objectives. Only a planned 
postgraduate program enables the general practitioner 
to properly fill his role as a family doctor. Academy 
members must not only have prescribed qualifications 
but must also do established amounts of postgraduate 
study every three years. The Academy recognizes that 
new techniques are constantly being developed. Much 
of what the doctor learns as a student, intern or resi- 
dent is later modified. The family doctor’s education 
may be more important than his graduate training. 
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Editorials 


In too many hospitals, full privileges are gramted on 

the basis of a certificate or a certain number of years’ 
residency training. There is little or no consideration 
for advancement in privileges through continued post- 
graduate study. The medical staff therefore is encour- 
aging young physicians to consider the completion of 
formal residency training as the final goal. Actually, it’s 
only the second step in our present three-level medical 
education system. The three major divisions in medical 
education are undergraduate, graduate and postgrad- 
uate. 
The Academy recommends that a prospective family 
doctor complete at least two years of in-hospital resi- 
dency training followed by continuing postgraduate 
study. The young physician should have an opportu- 
nity to gain additional hospital privileges as he demon- 
strates greater competence. It is the medical staff's re- 
sponsibility to insure this opportunity. If the medical 
staff approves rules which state that full privileges are 
available only to the physician who has completed a 
residency, has a certificate, or belongs to one or more 
special societies, the staff has then given up its respon- 
sibility and with it the authority to determine who is 
qualified to practice in the hospital. Continued educa- 
tion and training will have little appeal to a young phy- 
sician if it does not enable him to advance in his hos- 
pital practice. 


President Eisenhower's Illness 


Back IN SEPTEMBER when all the world was shocked by 
the news of President Eisenhower’s illness, newswrit- 
ers had a field day speculating about the influence of 
the attack on the President’s political future. But, of 
greater interest to medical men was the spate of specu- 
lations about why the President got sick—about what 
brought on his myocardial infarction. 

Oh, the newsmen did a thorough job of explaining 
for all their readers the pathology of coronary athero- 
sclerosis and myocardial infarction. But they were not 
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content with that. They gathered information from all 
sorts of physicians about the pathogenesis of coronary 
atherosclerosis—then cooked up stories that were sup- 
posed to present some pretty basic scientific stuff. As 
might have been expected (because the pathogenesis 
of atheromatosis is a tricky, mysterious business), 
some of the ideas in those stories were half baked. 

For example, one columnist whose writings are 
syndicated nationally, contended that the President’s 
myocardial infarct was attributable to too much exer- 
cise. Thus, the writer told how much golf the Presi- 
dent had played during the summer—physical exer- 
tion for which desk work had been the poorest sort of 
training. Then the columnist made a climax of the 27 
holes of golf that had been played on the day before 
the attack. 

That bit of oversimplification had one immediate 
effect. A good many middle-aged men quietly resolved 
to give up golf, or to get medical clearance for that 
rigorous game. No one knows how many such men 
went right on playing but had their zest for the game 
dampened by worry about the consequences. 

Newswriters are not the only ones who have been 
guilty of misrepresenting arteriosclerosis as something 
simpler than it is. Every once in a while, a physician 
looks so long at one facet of this complicated disease 
that he thinks he is seeing its whole structure. Then 
progress toward understanding the disease is retarded 
because exploration of other facets tends to be neg- 
lected. 

For people who have trouble seeing a whole struc- 
ture because they stand too close to one side of it, the 
story of the blind men and the elephant can always be 
retold. Or, to give the lesson a medical slant, there’s 
an analogy used by Dr. Willis Hurst, cardiologist at 
the Emory University Medical School in Atlanta, 
Georgia. It goes something like this: 

*On his way home one evening, a business man 
stopped at a tavern for a few martinis. When he left 
the place, rain had started. Visibility was poor with 
the rain and the coming night. The streets were slip- 
pery and our man’s car had smooth tires. As he turned 
into a narrow highway, an oncoming moving van 
crowded him. His car skidded, hurtled down an em- 
bankment, struck a telephone pole. The man was 
killed. 

“Now,” Dr. Hurst asks, ‘‘What caused the acci- 
dent? Was it the man’s occupation—the alcohol—the 
rain—the darkness—the slipperiness of the roadway— 
the smoothness of the tires—the narrowness of the 
road—the moving van—the embankment—the tele- 
phone pole?” 

Dr. Hurst uses that story to emphasize that coronary 
arteriosclerosis—particularly severe coronary arterio- 
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sclerosis—needs investigating in many different ways. 
All sorts of factors—genetic, metabolic, endocrine, 
other and unknown—seem to play some part in this 
disease. 


Demand for Accreditation of Hospitals Increased 


ALL HOsPITALs can become fully accredited according 
to Dr. Kenneth B. Babcock, Director of the Joint Com- 
mission on Accreditation of Hospitals. He explains 
how in the July, 1955, issue of Hospitals. 

Accreditation costs nothing in dollars and cents, but 
does take time on the part of the hospital boards, 
medical staffs, and administrators. A hospital should 
qualify for accreditation if the people concerned have a 
knowledge of, and make an effort to follow, the four 
basic “R’s” of good hospital operation and adininistra- 
tion. They are that the hospital must live up to its 
responsibility; it must have effective rules of conduct; 
keep adequate and proper records, and review con- 
stantly the work being done in order to assure quality 
care. 

Although obtaining an inspection for accreditation is 
a voluntary action for the hospital, there are many in- 
fluencing factors that make it almost mandatory for a 
hospital to strive for accreditation. First, it is desirable 
from a public relations standpoint. Accreditation as- 
sures the public that the hospital has a competent 
medical staff, modern facilities and equipment operat- 
ed by qualified technical help. 

Economic factors have been added by the action of 
other organizations concerned with payment for hos- 
pital services. These factors naturally create a very 
strong influence on the hospital board and administra- 
tor to seek accreditation. For example, over one-half 
of the Blue Cross plans do not make full payment to 
non accredited hospitals. Other organizations, such as 
the National Foundation for Infantile Paralysis, United 
Mine Workers, and some governmental agencies follow 
a similar plan. The American College of Hospital Ad- 
ministrators limits membership to administrators of 
accredited hospitals. 

Such rulings by other organizations have not been 
requested by the Joint Commission, and although they 
add to the strength of the Joint Commission’s program, 
they have caused embarrassment and harassment to the 
commission’s staff which is not large enough to handle 
all requests for inspection as rapidly as the hospitals 
wish. 

Not everyone is happy with the accreditation pro- 
gram. At the American Medical Association meeting 
last June, there were six resolutions expressing dissat- 
isfaction with the program. Much of the criticism of 
the Joint Commission is due to the fact that accredita- 
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tion has become so important that the director is un- 
able to increase and train a large enough staff to give 
immediate personal attention to all demands made for 
inspections and explanations of its program. 

The “Standards” established by the Joint Commis- 
sion are flexible enough to fit any size hospital, but 
inspectors have not always been well indoctrinated on 
the purpose and function of the accreditation program. 
The scoring system has also caused difficulties due to 
the inspectors’ lack of experience in applying it to 
small hospitals. A study is now being made to improve 
the scoring system so that it will be more flexible and 
permit proper consideration to local conditions. 

On the basis of the progress made in the past two 
and one-half years, it appears likely that the majority of 
hospitals will be fully accredited in the next year. 
Public demand for accreditation will make it necessary 
for the Joint Commission to increase its staff and speed 
up its operations. Hospital boards and administrators 
will not accept a year’s delay in obtaining full payment 
for services. 


The Dread Disease 


Since earliest recorded history, man has never been 
free from the fear of disease. Like the terror of a child, 
alone in the darkness, this fear has been aroused by 
the mysterious nature of epidemics that struck swiftly 
and swept away great sections of the people of the 
world. Smallpox, plague, cholera and diphtheria alike, 
came from unknown sources, spread in unpredictable 
ways and defied the groping treatments of the ignorant 
physicians of their time. Since the cause of these 
scourges has been found, and their spread largely con- 
trolled, they are no longer dreaded and have almost 
been forgotten. 

In modern times, the attention and fear of the world 
has been focused on cancer. Its cause remaining un- 
known, its treatment, in the public mind, ineffectual, 
cancer is as feared today as was the most ferocious 
middle-ages epidemic. The very efforts of the medical 
profession to cure it by early recognition, heighten this 
fear. One need only consider the case of a frightened 
young woman who recently suffered a cerebral hemor- 
thage the night before the performance of a breast bi- 
opsy, or be called in the night by another after her 
discovery of a breast lump, to realize how people feel 
about cancer. 

Fear of malignancy is accentuated by the firm con- 
Viction of many that it is an unclean disease, that it is 
communicable or that it is caused by error or neglect. 
Ignorant individuals hesitate to share a room with a 
cance: patient. Nurses shake their heads and whisper 
“CA.” The patient’s own husband or wife hides the 
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truth until the afflicted individual finds himself ostra- 
cized, excluded and alone. 

As physicians we are best able to appreciate the 
plight of the cancer patient, and should be the first to 
combat the loneliness that can so quickly surround 
him. How much such an individual should be told of 
his condition has long been a subject of debate. Most 
agree, however, that he should at least be given some 
indication of the nature of his disease. Many should be 
told the truth, provided they are always given hope of 
recovery. It should be stressed that malignant disease is 
not incurable, that it is not communicable and that it 
is not due to misconduct or neglect. And always the 
patient must be made to understand that he, his family 
and their physician make up a team to bring the disease 
into the open, combat it and cure it. 


“New Lyrics to an Ageless Tune” 


The recently released results of a two-year Kentucky 
indigent medical care study show that the state’s county 
and city governments do not provide adequate medical 
care. The study, sponsored by the Kentucky State Med- 
ical Association and the AMA’s Council on Medical 
Service, points out that the bulk of indigent care is fur- 
nished, free of charge, by physicians, dentists, pharma- 
cists and hospitals. 

Projected figures, based on the 13-county survey, in- 
dicate that Kentucky’s hospitals annually provide more 
than $1.3 million in free care. Physicians, in the area 
surveyed, annually render medical care worth approx- 
imately $300,000. 

That’s interesting. We commend unselfish contribu- 
tions. At the same time, we wonder if anyone told the 
good people of Kentucky that the medical profession 
donates thousands of hours and dollars to patients who 
can’t afford to pay. Or does Kentucky’s populace still 
believe that city and county governments are, collec- 
tively, the goose that lays the golden medical care egg? 
In short, we hope that neither the Kentucky State so- 
ciety nor the AMA failed to take full advantage of this 
rare public relations opportunity. 

Too often, county or state societies make valuable, 
though unpublicized, health and welfare contributions. 
A society officer, doubling in brass as a public relations 
man, may write a filler-length newspaper item or call a 
busy city editor. If there’s an appreciable delay, the 
story loses all news value. 

With equal frequency, the story first appears in a 
county bulletin or a state medical journal—and is seen 
only by the same doctors who made the contribution. 
We imagine that most Kentucky doctors can glance at a 
dusty accounts receivable ledger and realize how much 
free care the medical profession provides. 


55 


e, 

ls 

ng 
ns | 
ut 

1s, 

ld 

ea 

ur 

ra- 
ct; 

ity 

in- 

ra 

ble 

as- 

ent 
at- 
of 

ry 

ra- 

valf 

to 
as 

ed 
ow 

of 
“en 

rey 
1m, 

the 
dle 

tals 

ing 

sat- 
| of 

ita- 
yer 6 


We’re putting new lyrics to an ageless tune. How- 
ever, we sometimes tire of seeing the medical profession 
blasted by welfare planners; disgruntled, uninformed 
laymen and an assortment of misguided do-gooders. 
We don’t condone hornblowing, back-patting or self- 
directed admiration. We simply like to see informative 
stories told. 


Adolescent Cultism 


Wuetuer his hair style is “duck” or “‘flat-top,” and 
whether or not he wears his jeans tight and low like a 
“Rock,” the appearance of the modern American teen- 
age male often disconcerts his parents and teachers. 
But if they think they have problems, lo the poor 
English! In England, it seems, the elders are plagued 
by “Teddy boys.” 

As described by Lister in the New England Journal 
of Medicine for August 25, 1955, the members of the 
Edwardian cult are mainly teen-agers in working class 
districts of London. He stated: ‘The Teddy boys are 
seen in groups at street corners at the end of the day. 
Black suits with velvet collars, immaculate white shirts, 
tight, dark trousers (‘drain pipes’) and smart shoes 
and socks are the outstanding feature of the dress. The 
elaborate hair style culminates in two breaking waves 
on the nape of the neck and involves the use of driers 
and hair nets.” 

Lister continued, “Although it would be a mistake 
to imagine that the Edwardian suit is merely the uni- 
form of a young gangster the Teddy boys of the street 
corners in outlandish clothes and long hair look more 
than a little menacing—and they quite often intend to. 
Clasp knives, sheath knives and bicycle chains are 
often carried and prominently displayed. These youths 
have frequently been responsible for outbursts of 
hooliganism and have occasionally been involved in 
crimes with violence. The majority of the Teddy boys, 
however, are not delinquents, and the Edwardian 
personality has been described as constrained or even 
formal. 

“In cafes and bars frequented by the youths there 
is rarely noisy singing. On the contrary they sit in 
groups, conscious of their impeccable dress, and tend 
to make fun of the worst dressed member of the party. 
When seen at inexpensive dance halls the Edwardian 
youth will be seen to ‘creep’ rather than dance; his 
facial expression is often dead, and his speech mono- 
syllabic and dull.” 

Lister went on to discuss the various explanations 
for the development of the cult—(1) merely a current 
expression of the adolescent gang-forming habit ; (2) an 
example of the separateness of adolescents; (3) a pas- 
sage to the male of emphasis on personal adornment, 
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brought about because of a shortage of females in i\ie 
population. 

The problems represented by teen-age cults are 
nothing new. To the adolescents, cultism is valuable 
because it affords self-expression and fulfills the need 
for separateness. It is always charged with a threat of 
violence. That threat cannot be well contained by bar- 
riers to the self-expression from which it originates. 
It can be reduced when adults are clever enough and 
devoted enough to devise methods that unleash adoles- 
cent energies in useful or at least harmless motions. 
This may have to be done without ever fully under- 
standing the adolescent. For, as Lister concluded, 
**. ,. the adolescent does not always wish to be under- 
stood: he wishes to be separate.” 


Exercise and Serum Lipids 


THERE IS PLAUSIBLE, though indirect, evidence that 
human atherosclerosis is related to serum lipid levels. 
A variety of ways have been tested for their effect in 
keeping lipid levels down, or in lowering the levels 
when they are higher than average. Judging from an 
experiment reported by Mann and associates in the 
New England Journal of Medicine dated September 1, 
1955, exercise is as good a way as any. 

The investigation went like this: Four healthy young 
men (24-year-old medical students) ate at a “training 
table” for the period of the experiment. At first they 
ate ad lib and went about their usual activities. Then, 
in phase 2, they were required to eat enormous quanti- 
ties of food (5,462 to 6,213 calories a day), and to exer- 
cise vigorously. Apparently they expended enough 
energy in exercise to avoid gaining weight. Their serum 
lipid levels did not increase in spite of the fact that the 
diet had a high fat content. Then the subjects stopped 
their daily round of swimming, basketball and sprint- 
ing—went back to a medical student’s usual activities 
—but continued to eat large amounts. They promptly 
fattened, and serum lipid levels went up. Finally on a 
weight-reducing diet, they lost their obesity, and serum 
lipid levels came down again. 

Aside from demonstrating that dissipation of energy 
by exercise has a restraining effect on serum lipid 
levels, the study had some interesting sidelights. Once 
the subjects had become accustomed to gargantuan 
eating, they had no trouble continuing to consume 
about 6,000 calories a day after they stopped their rou- 
tine of strenuous exertion. That fact led Mann’s group 
to suggest: 

“The experiment described may represent in a 
microcosm the nutritional progress of an adult Ameri- 
can male. A period in early adulthood of high energy 


turnover associated with athletic endeavors is followed 
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by a long period of diminishing physical activity but 
with unchanging dietary habits. This leads in a variable 
time to an obese person at middle age, with poor 
muscle development and with elevated serum choles- 
terol and beta-lipoprotein levels although without visi- 
ble lipemia. More important, there is generally signifi- 
cant atherosclerosis in such a man.” 

The subjective responses of the subjects were care- 
fully appraised. When they first began the program of 
heavy eating and heavy exercise, they developed aches 
and fatigue. Those discomforts soon subsided, and the 
men had a sense of extraordinary well-being. Physi- 
cally and intellectually they seemed more efficient. 
Later, during the period of weight gain, they were over- 
taken with sluggishness. They felt less efficient, but 
they were quite complacent in this progress of obesity. 

Ifany fattening physicians who read this are tempted 
to a life of physical culture, there are two things to 
remember. Atherosclerosis begins rather early in mas- 
culine life, and the coronary arteries of the fat forties 
may not be adequate for strenuous physical training. 
So, take it easy. 

Also, Mann and his colleagues had this to say: “As 
the men became physically conditioned they experi- 
enced increasing difficulty in maintaining constant 
weights and were forced to exercise both longer and 
more diligently.” 

Maybe it would be better to try once more to change 
your eating habits. 


A Lost Art 


Time was when the roentgen ray was a curiosity, the 
electrocardiogram a physician’s dream, and even the 
lowly blood count a luxury. Bone setting was blind 
manipulation. Medical diagnosis was a form of wizardry 
that seemed more art than science. Seasoned clinicians 
like to recall the days when DaCosta diagnosed a clot in 
a coronary vessel by listening with his ear against a 
patient’s chest, Shattuck discovered a pericardial effu- 
sion by percussion, and Osler recognized diabetes by 
merely stepping into a crowded ward. Such acumen 
seems a treasured memory in this modern day of lab- 
oratory medicine. 

One must admit that such diagnostic sharpsters were 
not common even in the good old days. Their diagnoses 
could not always be verified except at autopsy, and 
their failures are apt to be forgotten. Yet the suspicion 
remains that they possessed an art that is slowly dis- 
appearing from medical practice. Of what did it con- 
sist? With fewer laboratory crutches to rely upon, they 
Spent more time in thought. The few, now crude, means 
at their disposal were carefully weighed. Longer hours 
were spent at the bedside in observation. Physical diag- 


GP December 1955 


nosis was more important than laboratory diagnosis. 
Above all the seasoned clinician had a memory trained 
for minute details. 

Time for bedside observation, memory training for 
observed details, and thoughtful evaluation of every 
patient can still produce amazing results in the field of 
clinical diagnosis. 


| ACROSS THE EDITOR'S DESK 


Christmas Message 


ALONG apouT the middle of September, the medical 
editor of a monthly journal remembers that he is writ- 
ing editorials that will appear in the December issue. 
And he knows that if he lets that issue appear without 
a Christmas editorial, he’ll not like it. Hell be un- 
happy for the next 12 months. But at this time of writ- 
ing, there are still 101 days until Christmas. They 
haven’t become “shopping days” yet, because most 
other people still haven’t thought of Christmas. They’ve 
been too busy recovering from their vacations and get- 
ting the children back to school and clearing away the 
mess of some pre-equinoctial storms. No, other people 
won’t help him; he’ll have to find his own Christmas 
inspiration. 

Of course, he can repeat the trick he used a couple 
of years ago. He can bring in a tree and trim it and 
reflect it in its mirror-base, complete with Manger Scene 
and stacks of wrapped gifts—play the Carols—set a fire 
burning in the hearth—create a mood with all the usual 
props—and hope that something will come of it. But 
he’s pretty sure the family won’t stand for that trick 
again. Besides, it’s too hot for a fire in the fireplace. 

He considers all the good contemporary stories of 
Christmas. He finds the one he likes best—Stephen 
Vincent Benét’s Into Egypt—and even that one fails to 
evoke a new thought—a new approach to the retelling 
of the Christmas miracle. 

Then, there’s that story in First Kings—the one he’s 
been saving for an application to medical practice. 
Why not tell that, and make a Christmas lesson of it? 
But he turns it under, knowing that it will serve a 
better purpose at another time. 

So he rereads Luke:2, and the old feelings of humil- 
ity come again, and he knows what’s been the trouble. 
He’s been straining to provide something filled with 
fancy and frippery. He realizes after all that all he 
wanted to say to his readers and friends is simply 
this: 

God keep you in the Spirit of Christmas. 
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Muscular “Torticolls 


DIAGNOSIS AND TREATMENT 


BY RALPH T. LIDGE, M.D. AND ROBERT C. BECHTOL, M.D. 


Department of Orthopaedic Surgery, University of Illinois College of Medicine 
Chicago 
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Maintenance of the correction by passive stretch- 


SURGICALLY TREATED AT DIFFERENT AGES | 
; Age: 7 months. : 
UNTREATED 
Age: 16 years. Age: 24 years. Age: 37 years. 
: 
Gest (with shoulder strap) for six weeks. 
collar for six weeks (with gradual re- 
oF patient from collar). 


The history and physical examination is the prime approach 
to diagnosis of liver diseases or disturbances of liver function. 
Beyond this, laboratory tests serve four purposes: 

(1) detection of jaundice, (2) diagnosis of the cause of jaundice, 
(3) diagnosis of liver disease in the absence of jaundice, 

(4) observation of the course of liver disease. 

A comparatively few tests, intelligently applied, 

suffice for these purposes in all but a few patents. 

In that small residue, liver biopsy 


Liver Function Tests 


or exploratory laparotomy may be indicated. 


BY EDWIN MATLIN, M.D. 


Mt. Holly Springs, Pennsylvania 


THE Liver has great reserve power and capacity for 
regeneration. In experimental animals, a large portion 
of the liver can be removed surgically, and in humans 
and in animals, a large portion may be damaged by 
disease without obvious evidence that liver function 
has been impaired. In addition, the multiplicity of 
metabolic activities further complicates the problem of 
testing for changes in hepatic function. Still, if these 
limitations are kept in mind and if tests are selected 
for specific purposes, they assist materially in diagno- 
sis and management of liver disease. 

As a prelude to discussion of tests of liver function 
and tests for detection of liver disease, three basic facts 
emerge. First these tests are no substitute for an in- 
telligent history and a thorough physical examination. 
Second, in order to understand liver function tests, 
it is necessary to understand the physiologic princi- 
ples upon which those tests are based. Third, there are 
many possible sources of error in the collection of test 
specimens or in the laboratory work or workers. 

The chief purposes of tests for liver function are: 

1. Detection of jaundice 

2. Diagnosis of cause of jaundice 

3. Diagnosis of liver disease in the absence of 

jaundice 

4. Observation of the course of liver disease. 


62 


Before any liver function tests are ordered, it is well 
to have clearly in mind the purpose or purposes that 
are intended. 


Detection of Jaundice 
Bile Metabolism. An understanding of bile metabolism 


is a prerequisite for discussion of jaundice. As the 
hemoglobin of aged red blood cells disintegrates, one 
of the degradation products is the yellow pigment, 
bilirubin. This bilirubin is affixed to a protein mole- 
cule and is therefore known as bilirubin-proteinate. 
During circulation in this form, bilirubin does not 
pass the glomerular membrane and is not excreted in 
the urine. 

When the bilirubin proteinate reaches the liver, the 
liver cells split the protein from the bilirubin and 
transfer bilirubin into the excretory system of the liver. 
As an outpouch of this excretory system, the gall- 
bladder stores and concentrates bilirubin along with 
other constituents of bile. When bile is delivered by 
way of the common bile duct into the intestine, bili- 
rubin becomes susceptible to the action of intestinal 
bacteria. As a result, part of the bilirubin is converted 
into urobilinogen. The color of the feces is due partly 
to some of the urobilinogen. Another considerable 
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part is reabsorbed into the portal circulation and goes 
back to the liver. The fate of this reabsorbed uro- 
bilinogen is not fully known. Some of it may be reused 
in hemoglobin metabolism, but much of it is promptly 
re-excreted. Very little of it passes through the liver 
to reach the systemic circulation and become available 
to the kidneys for excretion. (About 1 to 4 mg. is ex- 
creted in the urine each 24 hours.) 

Bedside Diagnosis of Jaundice. Jaundice is most fre- 
quently diagnosed simply by inspection of the skin 
and mucous membranes. Tears and saliva are seldom 
stained, but the sweat is often tinted. The conjunctiva 
first shows the yellow pigmentation, but here the ex- 
aminer may be confused by the discoloration caused 
by patches of fat in the conjunctiva or by the muddy 
appearance of the conjunctiva in Negroes. These may 
be mistaken for jaundice especially in artificial light. 

In examining a patient for variation in color of skin, 
conjunctiva or mucous membrane, artificial light is 
worthless. Only natural daylight reveals the true color- 
ation. Even then, yellow window shades or yellow 
walls may create reflections that are confusing. 

Bedside examination of the urine may bea great help. 
With most causes for jaundice, the urine is darkened 
by the presence of bilirubin. Often the urine becomes 
icteric before discoloration of the skin is apparent. 
The greenish-yellow, yellow or brown color that bile 
pigment gives to the urine is apparent in the foam 
that is produced by shaking the specimen. Because of 
lowered surface tension, the foam of jaundiced urine 
remains for a long time. 

Laboratory Tests. Two tests are used for the detection 
of jaundice—the van den Bergh test and the icterus 
index. Both tests are capable of detecting jaundice 
that is not apparent on inspection or on examination 
of the urine (latent jaundice). The tests have a com- 
mon source of error—hemolysis in the blood speci- 
men during or after collection. 

The quantitative van den Bergh test provides a spe- 
cific estimate of the amount of bilirubin in the plasma. 
The patient’s plasma is treated with alcohol and 
Ehrlich’s diazo reagent. A color change results. Then 
a colorimeter is used for comparison of the specimen 
with a “standard” solution. The results are expressed 
in terms of milligrams of bilirubin per 100 cc. of 
plasma. Normal value is 0.2 mg. to 1 mg. per 100 cc. 

The van den Bergh test also serves some purpose 
in differentiating the causes of jaundice. This aspect 
of the test will be discussed in the section to follow. 

The icterus index is simply a colorimetric study 
of the serum. Comparison of the serum with standard 
yellow solutions gives a rough estimate of the amount 
of yellow material in the serum, usually expressed as 
units. Normally there is enough yellow pigment, 
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including bilirubin, to give a value of 4 to 6 units. In 
cases of latent jaundice, the icterus index is between 
6 units and 20 units. When the index is greater than 
20 units, jaundice is usually apparent clinically. 

The icterus index is not a specific test for bilirubin. 
Other yellow pigments are rarely present in the blood 
in appreciable quantities, except occasionally carotene. 
Carotinemia may result from eating large amounts of 
certain vegetables, notably carrots. Although skin and 
plasma have a peculiar yellow stain, the conjunctiva is 
not discolored. The condition is harmless and will 
disappear when the diet is changed. 


Causes of Jaundice 


Although this essay is concerned chiefly with 
laboratory tests, the reader should remember that, in 
fully two-thirds of cases of jaundice, the cause is 
readily apparent from the history and physical exami- 
nation of the patient. In such cases, laboratory tests 
have no other diagnostic purpose than to confirm the 
clinical impression. In the remaining one-third of 
cases, clinical examination leaves the examiner in 
doubt about the cause of jaundice. In the great ma- 
jority of such patients, the right laboratory tests used 
at the right time disclose the diagnosis. There is then 
a small residue of cases (perhaps 5 per cent of all 
cases of jaundice) in which diagnosis remains in doubt. 
Here the problem may be solved eventually by ob- 
serving the course of the illness during a considerable 
period of time, by repeated use of laboratory tests, 
by liver biopsy or by abdominal exploration. It is rare 
nowadays for the diagnosis to remain permanently in 
doubt during the patient’s life. 

There are various ways of classifying the causes of 
jaundice. Perhaps the simplest, from a clinician’s 
viewpoint, is as follows: 

1. Jaundice due to excessive destruction of 

erythrocytes (hemolytic jaundice) 

2. Jaundice due to intrinsic liver disease (intra- 
hepatic jaundice) 

3. Jaundice due to obstruction of the hepatic 
ducts or the common bile duct (obstructive 
jaundice) 

This classification leaves one fact unsaid. In many 
cases, as the disease causing jaundice progresses, a 
mixture of mechanisms develops. For example, when 
obstruction of the common bile duct lasts a few weeks, 
there are usually changes in the liver cells themselves. 
The patient then has a mixture of types two and three. 


Diacnosis OF HEMOLYTIC JAUNDICE 
Whenever red blood cells are being destroyed at a 


rate faster than normal, excessive amounts of bilirubin- 
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proteinate are produced. In some instances, the liver 
may keep pace, and excrete the bilirubin as fast as it 
is formed. Then the patient has hemolytic anemia but 
is not jaundiced. This circumstance is seen in cases 
of mild congenital hemolytic (spherocytic) anemia. In 
other instances of this disease or of other causes for 
hemolysis, the excretory capacity of the liver may be 
exceeded. Then the patient has hemolytic jaundice. 

Four features mark the condition of jaundice due 
purely to hemolysis. First, there will be other evidences 
of hemolysis (reticulocytosis, anemia, etc.). Second, 
because the increased quantities of bilirubin are alto- 
gether bilirubin-proteinate, none of the bilirubin 
escapes in the urine (acholuric jaundice). Third, 
larger than normal amounts of bilirubin-proteinate 
are processed by the liver and excreted into the intes- 
tine. It follows, therefore, that larger amounts than 
normal of urobilinogen are excreted in the feces. In 
some instances the quantity of urobilinogen in the 
urine is also increased, presumably because urobilino- 
gen is reabsorbed from the intestine in quantities too 
large to be handled by the liver, and some eventually 
overflows into the urine. Fourth, the quantitative van 
den Bergh test (or the icterus index) shows that the 
serum bilirubin content is abnormally high, and in 
addition the qualitative van den Bergh test indicates 
that the bilirubin is all in the form of bilirubin- 
proteinate—a circumstance not to be found in other 
types of jaundice. These statements are discussed 
in the paragraphs to follow. 

The Qualitative van den Bergh Test. When Ehrlich’s 
diazo reagent is added to normal serum, a slight color 
change occurs. This indicates that the serum does 
contain a very small amount of bilirubin that has been 
detached from a protein molecule and processed and 
excreted by the liver. Presumably this “direct- 
reacting” bilirubin gets into the blood by leakage out 
of the bile canaliculi into the hepatic lymphatic 
spaces. Normally this fraction of bilirubin does not 
exceed 0.1 mg. per 100 cc. 

Now when alcohol is added to the mixture of serum 
and Ehrlich’s reagent, the color reaction deepens 
because bilirubin-proteinate (‘‘indirect-reacting” bil- 
irubin) has joined the reaction. Thus the total quan- 
tity of bilirubin now can be measured. By subtracting 
the amount of direct-reacting bilirubin from the total, 
the quantity of bilirubin-proteinate is known (normal: 
0.2 mg. to 0.9 mg. per 100 cc.). 

Using the van den Bergh test in this way, a qualita- 
tive distinction is made of the quantities of each type 
of bilirubin in the serum. As mentioned earlier, in 
pure hemolytic jaundice the bilirubin increment is all 
in the form of “‘indirect-reacting” bilirubin. 


In all other types of jaundices, both types of bil- 
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Figure 1. Normal. In the intestine, bilirubin is converted into uro- 
bilinogen, some of which is absorbed into the portal venous system 
and returned to the liver for re-excretion (or reuse ?). A little of the 
urobilinogen enters the systemic circulation and is excreted in the 
urine. 


irubin are increased. The amounts of each type then 
are not a reliable indication of the cause for jaundice 
in an individual case. 

In considering hemolytic jaundice, a rough but 
reliable substitute for the van den Bergh test is pro- 
vided by testing the urine for bilirubin. If the test is 
negative, it may be assumed that the jaundice is due 
to an increase exclusively of bilirubin-proteinate. This 
is just another way of saying that acholuric jaundice 
usually equals hemolytic jaundice. Thus, in cases of 
hemolytic jaundice, there is rarely any trouble in 
classifying the type of jaundice. Rather the problems 
are mainly linked with discovering the cause for the 
hemolysis. This aspect of the hemolytic disorders is 
beyond the scope of this essay. 


INTRAHEPATIC VERSUS OBSTRUCTIVE JAUNDICE 


Most of the diagnostic problems in jaundiced pa- 
tients are related to differentiation of jaundice due to 
liver disease (usually hepatitis or cirrhosis) and jaun- 
dice due to obstruction of the bile-outflow system 
(usually gallstones or carcinoma of the head of the 
pancreas). The need for such differentiation is inten- 
sified by the .physician’s awareness that the condition 
of the patient having intrinsic liver disease is likely 
to be worsened by an abdominal operation, while 
obstruction of the bile-outflow system demands sur- 
gical intervention. Several reassuring facts emerge. 

1. As mentioned heretofore, the cause for jaundice 
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Figure 2. Hepatitis. When the liver cells are diseased, they do not 
promptly handle urobilinogen, more of it enters the systemic circula- 
tion and more of it therefore appears in the urine. Bilirubin is also 
being excreted in the urine. 


is usually apparent from the history and physical 
examination. 

2. For doubtful cases, a systematic use of liver func- 
_ tion tests usually provides the answer, especially if 
the tests are used repeatedly. 

3. In the troublesome diagnostic problem, there is no 
hurry. When a patient has obstructive jaundice in a 
form that leaves the physician in doubt of the fact of 
obstruction, harm does not result from delaying surgi- 
cal exploration until the doubt has been resolved, as it 
usually will be by observation of the patient’s course 
during a period of a few weeks. 

Tests for diagnosis of cause of jaundice fall logically 
into two groups: basic tests and discriminatory tests. 

Basic Tests. These include the van den Bergh (or ic- 
terus index), the urine urobilinogen and an x-ray film 
of the abdomen. The van den Bergh test, when used re- 
peatedly, gives objective evidence of the course of the 
jaundice. Such information, in retrospect, may disclose 
the diagnosis. This will be discussed more fully later. 

A single qualitative or quantitative test for urobilino- 
gen in the urine serves little purpose. However, if a 
daily quantitative test can be done, a good deal can be 
learned about the cause for jaundice from these tests 
alone. In instances of obstructive jaundice due to com- 
mon duct stones, results with the urobilinogen test are 
erratic. However, in obstruction of the common bile 
duct by cancer and in cases of intrinsic liver disease, 
distinctive patterns of urobilinogen excretion are seen. 
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Figure 3. Obstructed Common Bile Duct. Since bilirubin does not 
enter the intestine, there is no urobilinogen conversion—hence 
urobilinogen disappears from the urine although bilirubin is 


present. 


It will be recalled that formation of urobilinogen in 
the intestine depends upon the presence there of bili- 
rubin. When urobilinogen is formed, some of it is reab- 
sorbed into the portal venous system. On reaching the 
liver, almost all of the reabsorbed urobilinogen nor- 
mally disappears (re-excreted, reused ?), so that very 
little enters the systemic circulation and reaches the 
kidneys where it is excreted (not more than 4 mg. a 
day) (Figure 1). 

When the liver cells are diseased, they do not 
promptly handle reabsorbed urobilinogen, more of it 
enters the systemic circulation and more of it there- 
fore appears in the urine (Figure 2). Commonly, how- 
ever, in cases of viral hepatitis, a phase is reached dur- 
ing which bilirubin is not excreted at all into the intes- 
tine. The phase of “intrahepatic obstruction” usually 
is quite transient—may even escape detection. How- 
ever, when it lasts a few days or longer, the circum- 
stances of urobilinogen excretion are identical with 
those next to be described for complete obstruction of 
the common bile duct. 

When the common bile duct is completely obstructed 
(usually as a result of cancer of the pancreas or of the 
ampulla of Vater), bilirubin does not enter the intes- 
tine. The stools become colorless unless other pigments 
are present. More important, there is no bilirubin-uro- 
bilinogen conversion. There is no urobilinogen to be 
reabsorbed into the portal circulation, and urobilino- 
gen disappears completely from the urine (Figure 3). 
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The foregoing facts about urobilinogen excretion can 
be shown in correlation with the serum bilirubin levels 
in various causes for jaundice (Figure 4). From these 
diagrams, it is apparent how repeated use of these basic 
tests may afford a kind of retrospective diagnosis of the 
cause for jaundice. Used in this way, the tests indeed 
have a discriminatory function. 

Discriminatory Tests. These tests should be used in 
combination, and occasionally may need to be repeated 
after an interval of five to seven days. A good combina- 
tion of tests includes (1) cephalin flocculation, (2) al- 
kaline phosphatase, (3) serum cholesterol, (4) pro- 
thrombin time and, when the prothrombin time is 
prolonged, (5) response of prothrombin time in 24 
hours to a single injection of 5 mg. of vitamin K. When 
results with these tests are clear-cut, they fall into the 
patterns shown in the table on the following page. 

Diagnostic troubles develop when the patterns with 
the tests are not clear-cut. For example, when a pa- 
tient has been jaundiced for several weeks as the result 
of common duct obstruction and the tests are then 
done for the first time, the cephalin flocculation test 
may be positive because the liver cells themselves are 
now secondarily damaged. In that kind of case, if a 
week’s observation of the patient showed that the 
jaundice was unremitting, surgical exploration would 
be a logical recommendation. Others may prefer liver 
biopsy as the means for deriving a diagnosis. Very 
often, at that stage, the decision for or against opera- 
tion will be strongly influenced by other clinical findings. 

Graham-Cole Test. Strictly speaking, the study of 
the gallbladder by means of an x-ray contrast medium 
has no place in this essay. However, there are mis- 
understandings about this test that need to be resolved. 


In the first place, the test should rarely be attemptec 
while a patient is jaundiced. Whether or not the gall- 
bladder is diseased, it probably will not fill with th« 
contrast medium, simply because the liver will not ex- 
crete the contrast medium fast enough, in the presence 
of jaundice, to allow the medium to reach the gall- 
bladder in concentrations sufficient for visualization. 

In the second place, ordinarily when the gallbladder 
is not visualized during the test in a nonjaundiced pa- 
tient, it is probable that the patient has gallbladder 
disease (cholelithiasis). This is especially true if the 
test gives this same result when it is done a second 
time. However, this rule does not hold in a patient 
who has recently recovered from a bout of jaundice 
due to hepatitis. In this kind of case, it may be some 
time before the liver cells regain the power to excrete 
the contrast medium in amounts sufficient for visualiza- 


tion of the gallbladder. 


Diagnosis of Anicteric Liver Disease 


The diagnosis of liver disease in the absence of jaun- 
dice is more a clinical than a laboratory problem. This 
is especially true of acute primary liver disease (hepa- 
titis: viral or otherwise). Unless the physician first 
discerns something in the patient’s clinical course to 
suggest hepatitis, he is unlikely to think of ordering 
any tests of liver function. When the thought does 
come to mind, the results with the cephalin floccula- 
tion test promptly confirm the clinical suspicion. In 
recent years, physicians generally have become pre- 
occupied with anicteric hepatitis, so that more and 
more such cases are being diagnosed. 

Chronic primary liver disease is almost synonymous 
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with cirrhosis. Here clinical stigmas are usually more 
obvious than in acute anicteric hepatitis. Therefore, 
liver function tests are more often used for the purpose 
of estimating the degree of hepatic impairment. For 
that purpose, the bromsulfalein (BSP) test and the 
albumin-globulin values are most useful. Those same 
tests are valuable when secondary impairment of liver 
function is suspected, as in carcinoma of the liver, 
thyrotoxicosis, sprue, ulcerative colitis or other dis- 
eases Causing malnutrition. In some of these condi- 
tions the BSP test may have important prognostic or 
therapeutic implications. 

The BSP test is a test of the liver’s excretory func- 
tion. It is most simply performed by administering a 
single dose of the dye intravenously (5 mg. per kilo of 
body weight). After 45 minutes have elapsed, a speci- 
men of the patient’s blood is studied colorimetrically 
for its dye content. Normally the amount will be 0 to 5 
per cent (perhaps a little more in obese persons). In 
the presence of liver disease, values up to 80 per cent 
may be registered. 

By using a photoelectric colorimeter, it is possible 
to perform the BSP test in jaundiced patients. How- 
ever, the test has little purpose in a jaundiced patient. 
When a patient is not excreting bilirubin in normal 
fashion, it may be assumed that he will not excrete 
bromsulfalein norinally. 

The albumin-globulin ratio is truly a test of protein 
metabolism. However, it is well known that, in cases 
of chronic liver disease, values for these serum pro- 
teins may be altered. Thus the quantity of albumin 
may be lower than normal, with or without slight in- 
crease of the globulin. There is a corresponding change 
of the A-G ratio from the normal 2:1 to 1:1. 


Patrorns of fiver function te 


Observation of Course of Liver Disease 


This final purpose of liver function tests has already 
been considered in some part. For example, it has been 
made clear that primary liver disease, during a phase 
of jaundice, is observed mainly by means of the icterus 
index (or van den Bergh) and the urobilinogen content 
of the urine. Later, when jaundice has disappeared, as 
in the recovery phase of acute viral hepatitis, the 
cephalin flocculation test and the thymol turbidity test 
have greater interest. These tests may well be used in 
combination at this stage. Often one is abnormal, while 
the other is not. Thus, the thymol turbidity test tends 
usually to remain abnormal (above 4 units) for a longer 
time than the cephalin test. These tests are sensitive 
indicators of activity of liver cell disease. When both 
become normal, usually the patient has fully recovered. 
At that time, a normal BSP test would be reassuring. 

Cirrhosis is the outstanding chronic liver disease for 
which liver function tests serve any purpose. Actually, 
the clinical appearance of the patient is usually a satis- 
factory guide. However, in a patient who seems to be 
improving, the BSP test may be used periodically as 
part of the prognostic information available. In a worsen- 
ing patient, a wide variety of tests might be used, but 
they have a chiefly academic interest. Physician and 
patient alike usually know the liver is getting sicker. 

When the liver is secondarily affected, as in cases of 
thyrotoxicosis, periodic repetition of the BSP test may 
afford support to the thought that the patient is im- 
proving under medical therapy. When surgical treat- 
ment is to be part of the program, a return of the BSP 
test to normal might be a helpful indication that the 
patient is now ready for the surgical procedure. 
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Figure 1. Interposition of colon. Note haustral markings which 
traverse the radiolucent area beneath the right diaphragm. These 
markings distinguish this benign condition from free air beneath 
the diaphragm. 


Figure 2. Chronic pulmonary tuberculosis with great elevation of 
right diaphragm due to a “phrenic crush” 20 years previously. The 
dilated colon is interposed between the high diaphragm and the liver. 


Suprahepatic Interposition of the Colon 


BY SOL KATZ, M.D. 


AIR UNDER the right leaflet of the diaphragm is usually 
indicative of pneumoperitoneum or a_ subphrenic 
abscess. Occasionally, however, the colon may be inter- 
posed between the liver and the leaflet of the dia- 
phragm and lead to a mistaken impression of sub- 
phrenic abscess or of free air in the peritoneal cavity. 
The distinction can usually be readily made by careful 
attention to the presence of colonic haustrations. At 
times this can be accomplished more effectively during 
fluoroscopy performed through a small aperture in the 
screen. The condition is usually asymptomatic. 
Colonic interposition may be congenital, sometimes 
associated with megacolon, or acquired factors may 
cause the condition. Downward displacement of the 
liver (hepatoptosis) due to infrahepatic adhesions or 
relaxation of the hepatic ligaments may be responsible 
for the acquired form. Elevation of the diaphragm due 
to eventration or right phrenic nerve paralysis may 
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permit the colon to rise above the liver. Marked gaseous 
distention of the colon tends to make it light in relation 
to the remainder of the abdominal contents. This may 
encourage the bowel to become insinuated between the 
liver and the diaphragm when these organs are sep- 
arated. 

Interposition of the colon may be permanent or re- 
versible depending upon the factors responsible for the 
condition. It is somewhat more common in men, 
especially older men. Usually the bowel is above or to 
the right of the liver in men. In women, the same ap- 
pearance may also be noted, though not uncommonly 
the colon is placed in front of the liver. The lower 
thorax is said to be disproportionately wide in patients 
with colonic interposition. In some studies the condi- 
tion was noted not infrequently in psychotics and 
mental defectives, possibly because of a tendency to 
meteorism and obstipation in these patients. 
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Houston, Texas 


ARTERIOSCLEROTIC ANEURYSMS of the abdominal aorta 
constitute a practical clinical problem, particularly 
since they are sometimes amenable to resection and 
aortic transplantation. The immediate benefits from 
this type of surgical treatment are good. The long- 
term results are as yet unknown; however, observa- 
tions based on laboratory and clinical research are 
encouraging. 

Application of this very effective method of treat- 
ment involves one crucial question—Is the danger 
from these aneurysms great enough to justify the major 
surgery necessary to correct them? The answer to this 
question lies in the natural history of arteriosclerotic 
aneurysms of the abdominal aorta. Obviously, unless 
the natural outcome of a disease is known, there can 
be no standards by which to evaluate therapy. In an 
effort to answer this question, the present study was 

conducted. 


Material and Findings 


The arteriosclerotic aneurysms of the abdominal 
aorta seen at the Hermann and Southern Pacific Hos- 
pitals of Houston, Texas, through April 1, 1954, form 
the basis of this study. The clinical and autopsy rec- 
ords of 28 cases were available for analysis. In each 
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Aneurysmal dilatation of the abdominal aorta must be considered 
in the differential diagnosis of acute abdominal pain 
in the elderly. In the presence of a known aneurysm, 


pain is an indwation for surgery, since rupture is imminent. 
An acute abdomen and shock are ominous, and surgery 

is urgently indicated. Where possible, resection and transplant 
is the procedure of choice. 


Arteriosclerotic Aneurysms of the Abdominal Aorta 


BY HUGH H. HANSON, M.D. AND FRANK R. DENMAN, M.D. 
Medical and Surgical Services, Hermann Hospital and Southern Pacific Hospital 


case, the diagnosis was established by one or more of 
the following criteria: (1) The presence of an expansile, 
pulsatile, intra-abdominal mass in the vicinity of the 
aorta, with compatible roentgenographic manifesta- 
tions; (2) observation of the aneurysm at surgical ex- 
ploration; or (3) post-mortem examination. 


ETIOLOGY 


Arteriosclerotic aneurysms of the abdominal aorta 
are a manifestation of segmental arteriosclerosis, even 
though the disease may be generalized. Whatever causes 
arteriosclerosis affects the media of the aortic segment 
involved, destroying the elastic fibers and weakening 
the wall. This weakened segment, unable to withstand 
the intraluminal pressure, dilates, resulting in aneu- 
rysm formation. The presence of hypertension prob- 
ably accelerates this process, and nature frequently re- 
tards it by reinforcing the weakened segment with lami- 
nated thrombus, If dilatation continues, rupture of the 
aneurysm is inevitable. 


CLINICAL MANIFESTATIONS 


General. In this series, 27 of the patients were white 
and one was colored. Twenty-two were men and six 
were women. Their ages at the time of diagnosis ranged 
from 44 to 82 years—the average being 64 years. Four- 
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abdominal aorta. 


Symptoms ef arteriasclerotic aneurysm of the 


Symptom 
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Physical findings in arteriosclerotic aneurysm 


of the abdominal corta. 
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Manmer of ~ No. of Cases 
Physical examination 

(pulsatile abdominal meus) 
Roentgenegraphi- (soft 
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Exploratery loporstomy 3 


teen of the patients were in the seventh decade of ife 
when the diagnosis was established. Fifteen had arte; ial 
hypertension (blood pressure greater than 140/90), 
Fourteen patients suffered from coronary arterioscle- 
rotic heart disease manifest by angina or previous 
myocardial infarction. Two had advanced malignant 
neoplasms. 

Symptoms (Table 1). Symptomatology was fully de- 
scribed in only 24 of the 28 cases. Pain was the most 
common symptom, occurring in 16 of the 24. The in- 
tensity of the pain varied from that of a dull ache to 
sharp and excruciating pain. The pain was usually 
located in the abdomen, but frequently it was felt in 
the back or even in the legs. Once pain began, the 
prognosis was poor. 

Clinically, the pain was frequently confused with 
gallbladder or renal disease. At times, the pain pattern 
was bizarre. 

A pulsatile, intra-abdominal mass was the second 
most frequent symptom, and the patient was first to 
discover it in four instances. One other patient noted a 
nonpulsatile mass. Either prior to diagnosis or subse- 
quently, several patients observed an increase in the 
size of the pulsatile mass. 

It is surprising, but significant, that seven patients 
did not have symptoms related to their aneurysm. 

The onset of abdominal pain associated with shock, 
in the presence of an aneurysm, is usually indicative 
of dissection and rupture—a terminal event. These 
were the presenting symptoms in four patients, and 
their clinical picture was that of an acute surgical ab- 
domen. Three patients underwent exploratory lapa- 
rotomy because of this picture. 

Physical Findings (Table 2). Nineteen of the 24 pa- 
tients had a palpable, expansile, pulsatile, intra-abdom- 
inal mass. A thrill or buit was present over the mass in 
seven. The bruit was systolic and usually soft. It fre- 
quently varied in intensity with the phases of respira- 
tion. A nonpulsatile mass was present in three instances. 

Abdominal rigidity and other signs of an acute 
abdomen were present in three patients, and these 
underwent exploration. Two patients had no physical 
findings related to their aneurysm. 

Laboratory Tests. Serologic tests for syphilis were 
negative in all of the pztients in whom the tests were 
done. An anemia was Common in those patients having 
evidence of dissection or rupture. 

Roentgenograms of the abdomen were available for 
study in 21 cases. An intra-abdominal soft tissue mass 
with pathognomonic plaques of linear or curvilinear 
calcification was noted in the films of 12 patients (Fig- 
ure 1). A soft tissue mass alone or characteristic calcifi- 
cation alone, compatible with the diagnosis of aortic 
aneurysm, was observed in two instances. One roent- 
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genogram revealed erosion of the lumbar vertebrae. 
There was no discernible roentgenographic evidence 
of an aortic aneurysm in five patients. Displacement of 
a ureter, the stomach or duodenum was noted in sev- 
eral instances. Fluoroscopy was of little help in estab- 
lishing the diagnosis. Six patients had aortograms 
revealing the aneurysm and its exact location (Figure 
2). The various roentgenographic manifestations and 
their incidence are shown in Table 3. 

The various means of detection and the number of 
aneurysms detected by each are shown in Table 4. 


Prognosis and Treatment 


The prognosis for patients with arteriosclerotic aneu- 
rysms of the abdominal aorta is poor for two reasons: 
(1) the high incidence of associated coronary arterio- 
sclerotic heart disease and hypertension; and (2) the 
inherent danger of rupture of the aneurysm. 

In this series of 28 cases, eight patients died of con- 
ditions totally unrelated to the aneurysm (myocardial 
infarction cerebrovascular accident, pneumonia, etc.). 
Twelve died from rupture of the aneurysm—six within 
72 hours after the aneurysm was discovered. 

Of those patients who are dead, 40 per cent died of 
causes unrelated to their aneurysm, and 60 per cent 
died from rupture of the aneurysm. Of those patients 
who died from rupture of the aneurysm, 66.6 per cent 
were dead within four months of discovery of the 
aneurysm. 

Eight patients with known aneurysms are still living, 
with a survival period of from four months to ten years, 
the average known duration of their aneurysms being 
four years since the diagnosis was established. 

The treatment in this series of 28 cases of arterio- 
sclerotic.aneurysms of the abdominal aorta consisted 
of no treatment in 20 patients, polythene wrapping in 
four patients and resection of the aneurysm with aortic 
transplantation in four patients. 


Practically all aneurysms of the abdominal aorta are 
arteriosclerotic in origin today. This is definitely a 
geriatric disease, most aneurysms occurring after 50 
years of age, and their incidence is increasing with 
increasing longevity. Their duration prior to discovery 
is an enigma. 

Pain is the most common symptom. This occurs late 
and does not follow any characteristic pattern. The 
diagnosis is usually suspected on palpation of an ex- 
pansile, pulsatile, intra-abdominal mass, and is estab- 
lisiied by compatible roentgenographic evidence. 

The onset of abdominal pain is indicative of impend- 
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Figure 1. Roentgenogram of abdomen showing pathognomonic calci- 
fication, to the left of the lumbar spine, in an arteriosclerotic aneu- 
rysm of the abdominal aorta. 


Figure 2. Aortogram showing exact location of an aortic aneurysm. 
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Figure 3. a (left). Aneurysm at operation. The right ureter is dis- 
placed to the right. The right common iliac artery is identified with 
a tape. b (right). Aortic homotransplant inserted. The left renal 
vein ts crossing the aorta near the proximal suture line. 


ing rupture. The appearance of severe shock with the 
pain is usually ominous. 

The clinical manifestations are frequently confused 
with gallbladder disease or renal disease. In this series, 
two patients underwent exploratory laparotomy to iden- 
tify the abdominal mass, and three, first seen at the 
time of dissection and rupture, were explored as “acute 
abdomen.” This is excellent evidence that clinicians 
should keep this diagnosis in mind in seeing geriatric 
patients with signs and symptoms of an acute abdomen. 

Obviously, these aneurysms are not, and probably 
never will be, discovered early. Actually, there is no 
reason for early detection other than to determine their 
exact location in view of subsequent treatment. 

Since we cannot as yet prevent these lesions, and 
since their greatest mortality is from rupture, we must 
think in terms of preventing their rupture. This can 
be done only by a surgical approach. The following 
questions need to be answered: (1) Will surgery pro- 
long the individual’s life? (2) What type of surgical 
treatment is best? (3) Which patients should be sub- 
gh jécted to surgery, and when? 

z In Estes’ series of abdominal aneurysms, of those 
patients who were dead, 63.3 per cent died from rup- 
ture of their aneurysm, and 36.7 per cent died from 
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other causes. In our series, 60 per cent of those who 
are dead died from rupture of their aneurysm. These 
figures are prima facie evidence that treatment must 
be instituted to prevent rupture. 

Aortograms should be done when there is doubt as 
to the exact location or extent of aortic involvement. 
In this series, 11 of the aneurysms were located above 
or involved the renal arteries, precluding resection and 
aortic transplantation. Seventeen were located below 
the renal arteries where transplantation was possible. 
In suitably located aneurysms, resection and aortic 
transplantation should be offered to all patients who 
do not have some other disease that is expected to 
cause death within a year. 

Since we have a reasonable and effective method of 
treatment for some of these aneurysms, the question 
arises as to when treatment should be instituted. There 
are patients known to have an arteriosclerotic aneurysm 
of the abdominal aorta who lived for years with such a 
lesion and died of an unrelated cause. In this series, 
the appearance of symptoms was a grave prognostic 
sign, and most of these patients were dead within four 
months after the appearance of pain. In Kampmeier’s 
series, survival after the appearance of symptoms was 
six months or less in 61.3 per cent and 12 months or 
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Figure 4. a (left). Typical fusiform arteriosclerotic aneurysm of the 
abdominal aorta involving bifurcation. b (right). Aortic homotrans- 
plant inserted with triple anastomosis. The left renal vein crosses 
above the proximal suture line. 


less in 87.7 per cent. Pratt-Thomas found the average 
survival after onset of symptoms to be six months in 14 
of his 17 cases. Cranley reports 62.5 per cent dead 
within three months after the onset of pain. Therefore, 
it would appear that once pain has made its appear- 
ance, these patients should have immediate surgical 
treatment because rupture is imminent. 

The primary objective in surgical treatment of aortic 
aneurysms is the prevention of rupture and relief of 
pain. There is no question that resection of the aneu- 
rysm and restoration of the aortic conduit by homo- 
transplant or a synthetic prosthesis is the operation of 
choice. 

The chief limiting factor in this form of surgery has 
been in the procurement (from suitable cadavers) and 
storage of homografts. The development and use of 
freeze-dried grafts has afforded a practical solution to 
the problem of long-term storage. However, autopsy 
sources for acquisition of suitable grafts will always be 
limited. Recently a number of surgeons have success- 
fully interpolated plastic mesh tubes into the aortas of 
patients. These nonreactive plastic tubes can be sutured 
to the vessel by ordinary techniques of vascular anasto- 
mosis, and a strong fibrous aorta with a smooth lining 
is ‘eveloped about them. The immediate benefits from 
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aneurysmectomy and graft replacement have been ex- 
cellent and, as far as laboratory and clinical experience 
go, seem to be permanent. 

Inasmuch as this method cannot be applied with 
safety to certain segments of the aorta, because of sac- 
rifice of vital visceral branches, other methods should 
be a part of the armamentarium of the operating sur- 
geon. Fortunately, the majority of aneurysms occur 
below the renal arteries and above the celiac axis or 
are saccular in form, permitting resection and lateral 
aortorrhaphy. When this is not the case, restorative 
aneurysmorrhaphy or intrasaccular wiring, combined 
with perianeurysmal wrapping, is useful. 

Since 16 per cent of our patients experienced no 
symptoms until the totally unexpected occurrence of 
rupture with clinical evidence of an acute abdomen and 
shock, and since 66.6 per cent of those who died from 
rupture of their aneurysm, died within four months 
after detection, we feel that all patients with clinically 
demonstrable aneurysms, whether symptomatic or not, 
should be offered surgical correction provided their 
life expectancy is more than a year and their operative 
risk is not prohibitive from other causes. 

A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 
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Chlorpromazine was given to 60 severely agitated old people. 
A general program of rehabilitation was used simultaneously. 
Results were excellent in 44 patients, good in 12 patients 

and poor in 4. One patient developed jaundice 

which disappeared after the drug was withdrawn. 

There were no other serious side effects. 


Chlorpromazine in the Treatment of Senile Agitation 


BY EDWARD SETTEL, M.D. 


Forest Hills Nursing and Rehabilitation Center 
Forest Hills, New York 


WITH AN INCREASED LONGEVITY among the general pop- 
ulation, the problems of mental and emotional dis- 
turbances in older people have become matters of 
weighty importance not only to their families, but also 
to the family physician and to the social agencies en- 
trusted with their care. Many factors have intensified 
these problems—the socioeconomic instabilities of an 
unsettled post-war world; the stresses of a general 
housing shortage; and the shelving of the older citi- 
zen by social security programs that place a premium 
on inactivity and nonproductiveness. 

Highly vexing among old age problems and hereto- 
fore most resistant to satisfactory management is the 
symptom of senile agitation. Agitation is an important 
symptom in the behavior pattern of a wide range of 
geriatric neurotic and psychotic states and of itself 
requires constant attendance and watching of the pa- 
tient by trained personnel. Senile agitation takes many 
shapes. It appears in a mild form in simple senility or 
in arteriosclerotic degeneration. At the other extreme 
it is one of the protean manifestations of the obsessive- 
compulsive senile psychotic. It may occur as a simple 
unexplained restlessness or as uncontrollable wander- 
ing—an aimless walking to and fro. It may manifest 
itself as purposeless acts of mischief, petty thievery or 
incessant talking. More dramatically, it may extend 
into such acts as abusiveness, wanton destruction or 
actual physical assault. 

Chlorpromazine (Thorazine), a drug originally in- 
troduced for its antiemetic properties, has also proved 
highly effective in the treatment of psychiatric dis- 
orders, particularly those accompanied by psycho- 
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motor excitement. Consequently, it was decided to 
conduct a study which might determine the value of 
chlorpromazine in treating senile agitation. 


Method 


This study was conducted at the Forest Hills Nurs- 
ing Home on 60 severely agitated senile patients (17 
men; 43 women) who suffered from the following con- 
ditions: simple senility (8 patients) ; senility with ad- 
vanced cerebral arteriosclerosis (28 patients) ; anxiety 
neurosis (11 patients); psychosis (6 patients); agi- 
tation associated with a malignant neoplasm (7 pa- 
tients). The patients ranged in age from 52 years to 
92 years ; 49 of them were 60 years old or older (Table 1). 

The use of the drug was coordinated with an over- 
all rehabilitation program, including, when possible, 


Age distribution of patients. 


Age Range 


Nomber of Potients 
52-59 
60-69 16 
70-79 22 


80-92 
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occupational therapy, work programs and planned 
entertainment. This broad approach was designed 
primarily to effect a restoration of the disturbed senile 
patient to a level of conduct consistent with his or her 
return to the family on a socially acceptable and func- 
tioning basis. Observations were made at least once 
daily by a staff physician, and the patients were under 
constant surveillance by nurses and attendants. 

A rigid schedule was not adhered to in estimating 
the initial dose or the maintenance dose. What was 
effective for some often proved inadequate for others. 
In general, it was felt that the dose must be highly 
individualized and determined, for the most part, on 
the severity of symptoms, the age of the patient and 
his cardiovascular status. In extremely agitated pa- 
tients, the initial doses were given by intramuscular 
injection. When the patient became quieter and more 
cooperative, oral medication was substituted. In order 
to avoid any precipitous hypotensive effect, patients 
who were to receive large doses were put to bed be- 
fore the drug was administered. 

Patients with mild symptoms usually responded 
well to an initial dose of 25 to 50 mg. t.i.d., which was 
gradually reduced over a three-week period to 10 or 20 
mg., given either b.i.d. or t.i.d. Severely agitated pa- 
tients required higher initial doses (100 to 150 mg. 
t.id.), which again was gradually reduced. 

In resistant cases, the initial dose was gradually in- 
creased until agitation was adequately controlled or 
drowsiness supervened, After one week of sympto- 
matic improvement, the dose was reduced to the low- 
est level needed to achieve optimal response. How- 
ever, no patient was given more than 450 mg. a day. 

The length of treatment varied from one to eight 
months. Detailed blood counts, urinalyses and serum 
studies were done every two weeks on all patients. 

In ten patients who were under treatment with 
chlorpromazine, a placebo was substituted during the 
course of the study. This “control group” was made 


Results in each category. 


up of patients selected from each of the five diagnostic 
categories under study. 


Results 


Of the 60 patients studied, the results were excel- 
lent in 44 (73 per cent); good in 12 (20 per cent); 
poor in 4 (7 per cent). 

The 44 patients who achieved an excellent result 
manifested a complete disappearance of agitation, 
quarrelsomenesss and irritability. They became quiet- 
er, less demanding, and less hostile. Yet there was no 
clouding of their sensoria or mental processes. They 
no longer reacted violently to minor stresses, and their 
management became a matter of routine custodial care. 
Their supervision was easily handled by fewer attend- 
ants than had previously been required. All showed 
an increased interest in their surroundings; many 
began to participate in group activities and occupa- 
tional therapy. Thirty-four patients were returned to 
their families on a maintenance dose of chlorproma- 
zine, with instructions to have regular, routine blood 
and urine examinations. 

The improvement in the 12 patients who achieved 
a good result was measurable but less dramatic. They 
were considerably calmed and much less agitated, but 
occasionally were given to minor outbursts of temper 
which subsided rapidly after strong direction or a 
stern reprimand by the charge nurse. Their psycho- 
motor hyperactivity, when it did appear, was on a 
considerably less disturbed level. 

The four patients who had a poor result received no 
effect at all from chlorpromazine, and the drug was 
discontinued after a trial period of two to three weeks. 
The results achieved in each diagnostic group are 
shown in Table 2. 

All ten patients in the control group showed a re- 
turn of symptoms within 24 hours after the placebo 
was given, and in four or five days, they were as vio- 
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lently agitated as they were before treatment. Upon 
resumption of the active drug, their symptoms prompt- 


ly subsided. 


Side Effects 


The chief side effect noted was drowsiness which 
usually subsided when the dose was lowered. How- 
ever, when lowering the dose brought on a return of 
agitation, the higher dose was re-established, and 
dexedrine sulfate added. This eliminated the soporific 
effect without allowing a recurrence of excitement. 

Other less troublesome side effects (nasal conges- 
tion; dryness of the mouth; and, rarely, diarrhea or 
constipation) also occurred, but were readily con- 
trolled by symptomatic therapy. 

Of a more dramatic nature was a jaundice that ap- 
peared in a 75-year-old woman during the fifth week 
of treatment. She had been on a schedule of 75 mg. 
of chlorpromazine t.i.d. for severe agitation associated 
with a senile psychosis. 

The drug was withdrawn immediately on the ap- 
pearance of icteric sclerae. For the following week, 
the jaundice deepened markedly, and there was lab- 
oratory evidence of an obstructive type of hyperbili- 
rubinemia. Two weeks after its onset, the jaundice 
spontaneously subsided. 

There were no cases of blood dyscrasias, renal dam- 
age or hepatic damage. 


Illustrative Cases 


The following case histories illustrate typical re- 
sponses to the drug: 

E.R., a 73-year-old woman with hypertensive cardio- 
vascular disease and advanced cerebral arteriosclerosis 
had exhibited severe agitation for two years previous 
to admission. She had suffered a coronary occlusion, 
followed in three months by a cerebral vascular acci- 
dent that left no sequelae. Personality changes in the 
patient included constant restlessness, exaggerated 
motor activity, suspiciousness and occasional acts of 
petty thievery. An initial dosage regimen of 25 mg. 
of chlorpromazine t.i.d. had so marked a quieting 
effect that the patient became drowsy and slept all 
day. When the dosage was lowered to 10 mg. t.i.d., 
she responded optimally with quiet demeanor. Her 
behavior lost the grossly purposeless motor pattern. 
She became helpful and cooperative, and generally 
assumed a maternal interest in those around her. 

H.P., an 81-year-old man, presented a one-year 
history of severe senile agitation based on cerebral 
arteriosclerosis. His family found that private male 
nurses at home were inadequate to cope with his un- 
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controllable wandering, purposeless prying into old 
garbage and boxes, and his childlike curiosity about 
other peoples’ belongings. Several attendants had re- 
signed hopelessly in the face of the task of trying to 
control him. An initial schedule of 25 mg. of chlor- 
promazine t.i.d., with 50 mg. at bedtime, resulted in 
a remarkable change in his attitudes and agitation, 
He became quiet and reflective, began to read and to 
watch other patients, and was entirely manageable on 
floor care. There was no improvement of his memory 
or his orientation, but a quality of euphoria. super- 
seded the suspicion and childish inquisitiveness he 
previously had manifested. He slept seven to eight 
hours without interruption and no longer required 
special nursing care. 

J. P., a 76-year-old man with hypertension, arterio- 
sclerosis and hypertrophic arthritis, displayed severe 
senile personality changes, manifested by noisiness, 
profanity, extreme irritability and abusiveness. On 
chlorpromazine in doses of 25 mg. t.i.d., he became 
passive, affable in conversation and mood, and never 
regressed into the original hostility and anger. His 
blood pressure stabilized at 160/90, although it had 
been 220/110 previously. His complaints of arthritic 
pain diminished. 


Although the formal results of this study demon- 
strate that chlorpromazine is capable of producing ° 
beneficial changes in patients with senile agitation, 
they are, in a sense, incomplete. The drug’s effect on 
the ward personnel was almost as great as its effect 
on the patients. With the decreased necessity for re- 
strictive and punitive measures, the morale of nurses 
and attendants improved considerably, and they were 
able to devote much more of their time to constructive 
activity. 

It would seem, then, that the development of a suc- 
cessful chemotherapeutic treatment for senile agitation 
may have broad sociologic implications. The autumn 
years of life for the disturbed senile may conceivably 
become years of peace and usefulness instead of hope- 
lessness and dependence. In addition, the drug may 
enable skilled personnel to devote less time to restric- 
tive management and more to useful therapy. Because 
of this, chlorpromazine may provide an answer to the 
dilemma of the physician whose conscience is more 
than slightly troubled by the dearth of trained people 
and available facilities for the treatment of mental 
illness. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 
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Narcotic Addiction 


BY ROBERT J. GILSTON, M.D. 


HAND SIGNS 


The Pachuco sign. A loosely organized group of hoodiums remarkable 
for lawlessness and drug addiction. 


Bizarre tattoos designed to cover needle puncture marks. 


> The addict's unstable personality is reflected in nail-biting, heavy 
nicotine stain, tremulousness and cool, damp hands. Secondary infec- 
tions such as bacterial endocarditis and tetanus may result in sub- 
ungual splinter-h hage or spasm. 
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Intravenous injections can cause septic thrombophlebitis. Pulmonary 
emboli or bacterial endocarditis may follow. 


OTHER FEATURES 


The “main-liner” injects his drug Careless subcutaneous injection 
intravenously. Notice the needle techniques result in local and 


marks along the cephalic vein. systemic infecti The latter in- 
clude tetanus and needle-induced 
malaria. 


> Because of the rapidity of effect, most addicts eventually resort to 
the intravenous route. The infectious complications outlined above 
should be considered in all addicts. Narcotic maintenance on the 
physician's prescription is without justification. Adequate treatment 
is seldom accomplished without quarantine and custodial care. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the sixth of twelve from the 
University of Rochester School of Medicine, 
Rochester, New York. 


Practical Therapeutics 


TREATMENT OF ADDISON’S DISEASE 


BY ANTHONY J. 1ZZO, M.D. 


Department of Medicine, University of Rochester School of Medicine and Dentistry 


Rochester, New York 


THE CLASSICAL DESCRIPTION by Thomas Addison of the 
clinical syndrome that still bears his name remains 
today unsurpassed in its completeness of detail. His 
publication in 1855 stimulated great interest in the 
study of the adrenal gland by physiologists, physicians 
and later chemists. A few years after the demonstra- 
tion by Addison of the clinicopathologic correlation 
between the clinical syndrome and disease of the 
suprarenal glands, Brown-Sequard showed by extirpa- 
tion of these glands in animals that they are essential 
to life. In 1927 Stewart and Rogoff reported the prep- 
aration of an epinephrine-free extract from the adrenal 
glands that would maintain life of an adrenalectomized 
animal, Since that time a tremendous wealth of infor- 
mation has been accumulated as to the nature of the 
substances secreted by the adrenal gland and their 
role in the body. It is information of this type that 
has led to the advances in treatment of this disease 
such that a patient can lead a normal useful life. 

The early recognition of this disease is of consider- 
able importance to the patient in that prompt institu- 
tion of hormonal therapy will greatly enhance his res- 
toration to a healthy existence. The clinical detection 
of Addison’s disease, or adrenal cortical insufficiency, 
may be one of the most difficult differential diagnostic 
problems. Fortunately, there are now available im- 
proved methods to determine the reserve functional 
capacity of the adrenal gland. It is apparent that long 
before advanced clinical symptoms or signs may ap- 
pear, the patient’s adrenal glands may be in a state of 
relative or partial insufficiency. The capacity of the 
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gland to respond to any particular stress may be insuf- 
ficient to meet such demands, thereby possibly precip- 
itating a fulminating adrenal crisis. 


Incidence and Pathogenesis 


Addison’s disease is relatively uncommon, the 
death rate in the United States being about 0.4 per 
100,000 population, but this may actually be higher 
at the present time. Without extensive clinical investi- 
gations and post-mortem examinations, many cases 
may die unrecognized. It is claimed that the incidence 
is lower in Negroes, but this may be more apparent 
than real in that more difficulties are presented in 
recognizing the clinical features of the syndrome. In 
Negroes in the northern part of the United States and 
in Mulattoes, the skin becomes noticeably darker as 
the disease progresses. The incidence in males and 
females is approximately the same. The incidence of 
adrenal cortical insufficiency resulting from hypopit- 
uitary function is much higher in females than in 
males. The disease is rare in infancy and childhood, 
some reports giving an incidence of not more than 3 
per cent in the first decade. Occasionally children with 
the adrenogenital syndrome may present with an addi- 
tional defect of excessive salt loss and appear clinically 
very much like Addison’s disease. Most of the cases 
occur between the ages of 20 and 50, the average being 
about 30 years. 

The disease is a result of a reduction in the func- 
tioning adrenal cortical tissue to such an extent that it 
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Tasted 
Symptoms and Signs of Addison's Disease 


SYMPTOMS: 


Weakness ond easy fatigability 

Abnormal pigmentation 

Hyperpigmentatian of skin with or without vitiligo 
Pigmentation of mucous membranes, superficial scars. 2c. 
Weight loss 

Anorexic 

Nausea 

Vomiting 

Diarthes (alternating with constipation) 
Abdominal pain, food idiosyncrasies 

Dizziness 


Hypoglycemic monifestati fing, nervousness, 

iy weokness, hunger, headuche, apprehension, disori- 
hi entotion 

Loss of Sbido 

Decrease in growth of body hair 

Dehydration 

Smail heast size 

lymphadenopathy 


LABORATORY FINDINGS: 


Modercte nevtropenic with moderate lymphocytosis 
and eosinophilia. 

2. Memoconcentration—tow plasma volume; increased 
hematocrit with increase in concentration of tofc! 

ae 3. Serum electrolytes: decreuseinserum No concentration 

increase in serum K concentration 
A, Slight increase nonprofein nitrogen ond urea 
nitrogen. 

5. Fasting Glood sugar valves tend to be low. 

J 6, Urinary sodium excretion increased. 

7, Urinery potassium excretion decreased. 

8. Chest x-ray—smeoill heort size, and very often old 
opical tuberculosis present, 

9. Gectrocordiagraphic changes are ysuolly related to 
the electrobyte disturbances, i.c., prolonged Q-7 inter- 
val, T-waves ond low volfage. 

16, Blectroencepholograms show slow abnormal waves 
in-os high as 70 per cent of patients, 

Besal metabolism—aslight decrease to --10 oF 
20 per cent. Frank myxedema levels ore indicative 
of complicating hypothyroidism or hypopituitarism. 

12. X-ray films of sbdomen—-moay show calcification of 

ee the adrenal gionds. This is not a common finding bu! 

ot when present i would substantiate the diagnosis 
(Figure 3), 

13. Urinory excretion of steroids. The 17-ketosteroids 
are usually reduced; corticoids are definitely reduced. 

: Since the 17-ketosteroids are found to be reduced in 
mony disease stotes, particularly when associated 
ae with wasting, a low 17-ketosteroid value is not pathog- 
nomonic of the disease. In males the 17-ketosteroid 
value may not be very siguificont because of the con- 
tributions by the testicular androgens, In females a 
low valve is very significant because the |7-keto- 
steriods in the urine are derived only from the cdrenal 
glands. The corticoids in the urine are consistently low 
or absent in patients with Addison's disease. More 
recent techniques for estimation of corticosteroids in 
bleed.ako indicate that the levels are low. 


is insufficient to maintain the individual in a norma’ 
state of health. The adrenal cortical tissue appears t:, 
have an unusual reserve capacity, because in patient. 
dying rather suddenly in crisis but who days before 
had been in apparent good health, their adrenal 
glands appeared to be almost obliterated by the pa rtic- 
ular disease process. Whatever the pathologic process 
involved in the adrenal gland, the cortex is gradually 
destroyed. 

In the classic paper by Addison, 11 cases were de- 
scribed in which six cases were due to tuberculosis, 
three to metastatic carcinoma, one to atrophy and 
one due to a carcinomatous nodule obstructing the 
suprarenal vein. In many reports since that time, the 
incidence of tuberculosis of the adrenal glands has 
been claimed to be as high as 85 per cent. 

In more recent reports, however, tuberculosis ap- 
pears to account for approximately one-half of the 
cases. Other causes are destructive atrophy, amyloid 
degeneration, trauma, tumor (usually metastatic car- 
cinoma) and rarely histoplasmosis. In the case of tuber- 
culosis of the adrenal glands, though the lesion may 
remain confined to the gland itself producing progres- 
sive destruction, the process is not primary. The dis- 
ease in the adrenals is commonly associated with 
urogenital tuberculosis, and not commonly with dis- 
ease primarily confined to the lungs. It would appear 
that involvement of the adrenals is more likely to occur 
when there is also involvement of abdominal, or retro- 
peritoneal structures or both, regardless of the site 
and extent elsewhere. 

Tuberculosis or metastatic disease usually causes 
destruction of the entire gland, whereas atrophy and 
fibrosis usually cause destruction of the cortex only. 
In the true atrophy due to pituitary hypofunction, the 
cortical cells are present but appear reduced in size 
and intracellular constituents. 

Associated pathologic changes in other organs and 
tissues are seen. The thymus may be still present or 
enlarged. The lymphoid tissue throughout the body is 
hyperplastic. The thyroid gland shows lymphoid in- 
filtration and some atrophy. The testes may appear 
smaller. The relative number of basophil cells in the 
anterior pituitary appears to be reduced and the 
chromophobe cells increased. 


Clinical Signs and Symptoms 


In a discussion of the clinical signs and symptoms of 
adrenal cortical insufficiency, very little can be added 
to the classic description given by Thomas Addison: 

**The leading and characteristic features of the mor- 
bid state to which I would direct attention are anemia, 
general languor and debility, remarkable feebleness of 
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the heart’s action, irritability of the stomach and a 
peculiar change of color in the skin.” The onset of the 
disease has also been very aptly described by Addison: 

“This singular disorder usually commences in such 
a manner that the individual has considerable dif- 
ficulty in assigning the number of weeks or months 
that have elapsed since he first experienced indications 
of failing health and strength; the rapidity, however, 
with which the morbid change takes place varies in 
different instances.” 

The course is usually progressive, although occa- 
sionally, periods of remission up to several months 
have been noted. The progression is usually slow, but 
occasionally the onset as well as course may be quite 
rapid. The latter is usually due to a superimposed 
crisis and is the more common form of exitus. 

The recent discoveries of the different types of 
steroids that are elaborated by the adrenal cortex and 
the role they play in body metabolism, have led not 
only to a marked improvement in the therapy of Ad- 
dison’s disease but also to a better understanding of 
the physiologic disturbance and the clinical picture 
resulting therefrom. 

The nature of the secretion by the adrenal cortex is 
complex. Unlike the other endocrine glands, the 
adrenal cortex secretes a number of active steroids, 
each exerting similar as well as different metabolic 
effects. 

It may be worthwhile at this point to introduce a 
brief discussion on the relationship of physiologic ac- 
tivity to chemical structure. In Figure 1 the molecular 
structure of hydrocortisone is presented, and certain 
significant groupings are circled and numbered. 
Grouping No. | is essential for any biologic activity, 
whatsoever. No. 2 must also be present, and without 
the other groupings, the structure is that of 11- 
desoxycorticosterone or percorten. This steroid has 
considerable effect on salt and water retention. More 
recently, with the discovery of aldosterone, it was 
found that the latter was 30 to 100 times more potent 
than percorten in its salt-retaining action. It may be 
that the regulation of salt and water is normally con- 
trolled by aldosterone more than by percorten. 
Aldosterone is different chemically from percorten in 
that, in addition to groupings 1 and 2, it also has group 
No. 3 and the aldehyde group, No. 5, at carbon 18 
(hence the name aldosterone). Apparently the sub- 
stitution of the aldehyde group markedly increases 
the electrolyte effect. The presence of groups 3 and 4 
on the steroid nucleus in addition to groups No. 1 
and 2 increases the carbohydrate and nitrogen metabol- 
ic effects and diminishes the salt-retention properties. 

Table 1 lists the most important symptoms and signs 
found in Addison’s disease. In the ensuing discussion, 


GP December 1955 


Figure 1. Relationship of chemical structure to physiologic activity. 


Steroid Nucleus + No. 1 — Essential for any biologic activity. 

Steroid Nucleus + No. 1 + No. 2 — Active in salt retention 
(desoxycorticosterone) 

Steroid Nucleus + No. 1 + No. 2 -+ No. 3 — Has CHO + N 
effects (corticosterone) 

Steroid Nucleus + No. 1 + No. 2 + No. 3 + No. 4 — In- 

creased CHO and N effects, and 

diminished salt retention (17-OH 

corticosterone, or hydrocortisone) 

Steroid Nucleus +- No. 1 + No. 2 + No. 3 + No. 5 — In- 
creases salt retention 30-100 times 
that of desoxycorticosterone 
(aldosterone) 


reference will be made, where possible, to a correlation 
of symptomatology with deficiency of a particular hor- 
mone or type of hormone. 

The weakness and fatigability which appear to be 
related to a deficiency in cortisone or hydrocortisone 
are quite characteristic and have been very well de- 
scribed by Addison: ‘He becomes languid and weak, 
indisposed to either bodily or mental exertion.” The 
weakness usually parallels the progression of the dis- 
ease and may become so profound as to make even 
speaking a considerable difficulty. Even the slightest 
exertion causes marked fatigue and sometimes ex- 
haustion. The strength is noted to be best in the 
morning after a good night’s rest and then gradually 
diminishes as the day progresses. 

In the taking of the history, the physician must be 
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Figure 2. Tongue lesion in Addison’s disease. (Courtesy of MEDICAL 
RADIOGRAPHY AND PHOTOGRAPHY.) 


acutely aware of the psychologic factors in the 
etiology of such subjective complaints as weakness and 
easy fatigability. Probably one of the most difficult 
problems in the diagnosis of Addison’s disease is to 
distinguish between the symptoms of a neurosis and 
those of the former. It has been noted that whereas the 
patient with adrenal insufficiency feels his greatest 
strength after a good night’s rest, the patient with 
neurasthenia or other psychologic disturbance feels 
weakest in the morning and gradually becomes more 
active as the day progresses. ; 

The abnormal pigmentation of Addison’s disease has 
been well described by Addison and has been found 
subsequently to be due to increased melanin deposition 
in the basal cells of the epidermis. It has been stated by 
Addison that the peculiar pigmentation is the most 
characteristic feature of the disease. Very often, before 
the development of other symptoms, the patient, his 
family or his friends may become aware of the skin be- 
coming darker, or may comment that it looks “dirty.” 
He may have noted that after the development of a 
summer tan, there is no fading of the tan in the winter. 
The hyperpigmentation may be noted also on the un- 
exposed as well as the exposed areas of the skin, about 
the pressure areas such as wrists, knees, elbows and 
finger joints, and in areas where belts or braces may 
be worn. Increased pigmentation may also be noted 
around the anogenital region and areolae of the nip- 
ples. Pigmentation of the mucous membranes, namely, 
buccal and gingival surfaces, may appear as bluish- 
black, or brownish-gray, blotchy areas (Figure 2). 
The hyperpigmentation may often occur in association 
with depigmentation, i.e., vitiligo. Abnormal pig- 
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mentation in Addison’s disease is believed to be due to 
excessive secretion of the melanophore-stimulatiny 
hormone by the intermediate lobe of the pituitary, and 
appears to be partially suppressed by administration of 
cortisone. 

The weight loss, which is quite characteristic of the 
disease, is due to water and salt loss and impairment 
of gastrointestinal function with subsequent decrease 
in nutrition. The salt and water loss are due to an in- 
sufficiency of mineralo-corticoids, while the impair- 
ment of nutrition appears to be related more to a de- 
crease in cortisone and hydrocortisone in the body. 

The level of hypotension may be related to the level 
of arterial tension before the onset of the disease. Pa- 
tients with previous history of hypertension may ap- 
pear with advanced symptoms and yet have normo- 
tensive levels of blood pressure. The heart size is found 
to be consistently small in patients with Addison’s 
disease. This is most likely related to the hypotension 
and reduced plasma volume. The weak feeble pulse de- 
scribed by Addison is related to the above changes. 

The gastrointestinal symptoms are a consistent fea- 
ture of the syndrome. Anorexia and nausea are apt to 
be noted first. Upper abdominal pain is frequently a 
complaint, so much so that the diagnosis of duodenal 
ulcer or cholecystitis has been entertained. The gastric 
mucosa in patients with Addison’s disease is very often 
atrophic, and achlorhydria is a rather common clinical 
finding. Vomiting is more likely to be seen when the 
disease has advanced somewhat, and may herald the 
onset of a crisis. The vomiting appears to be related to 
changes in body electrolytes. Diarrhea, particularly 
alternating with constipation, is frequently noted. The 
changes in appetite may be peculiar in that some pa- 
tients may develop a distaste for certain foods, such as 
meats, to the point that even the smell of cooking may 
produce nausea. With increasing salt depletion, pa- 
tients develop a marked craving for salt. 

Hypoglycemic episodes are commonly encountered in 
the clinical course of Addison’s disease and are apt to 
occur in the early morning hours or several hours after 
a meal consisting mainly of readily absorbed carbo- 
hydrate. They may be induced very often by a glucose 
tolerance test. The symptoms are characteristic of hy- 
poglycemia, i.e., sweating, nervousness, apprehension, 
headache, weakness, hunger, disorientation and some- 
times convulsions, stupor and coma. The hypogly- 
cemia is due to an increased sensitivity to insulin. Pa- 
tients with Addison’s disease may have severe reactions 
to even small doses of insulin. These carbohydrate dis- 
turbances are related to an insufficient production of 
cortisone and hydrocortisone. 

A variety of nervous and mental symptoms have been 
observed in many patients, i.e., nervous irritability, 
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apathy, negativism, inability to concentrate, apprehen- 
sion. 

Dizziness and syncopal attacks are quite common and 
may be related to the hypotension, decreased plasma 
volume and feeble heart action. 

Loss of libido and menstrual irregularities have been 
described. Some observers have noted impaired growth 
of body hair but no loss in gonadal functions, except 
in those cases due to hypopituitarism. Many patients 
seem to associate the loss of libido with the diminished 
sense of well-being. 

Muscular cramps and arthralgias are frequent com- 
plaints and may be due to decreased blood flow and 
changes in body electrolytes. 

Enlargement of the lymph nodes is very often seen and 
usually responds to cortisone administration. 

Allergic manifestations, i.e. urticaria, are occasionally 
encountered, which may be ameliorated by cortisone 
therapy. 

Patients with adrenal cortical insufficiency are also 
extremely sensitive to narcotics, sedatives and cathartics. 


Figure 3. E. W., age 59. Patient with Addison’s disease and adre- 


nal calcification, Autopsy findings: Healed apical tuberculosis of 
right lung, bilateral fibrocaseous tuberculosis of the adrenals with 
calcij:ation, tuberculosis of the hilar nodes, scattered tubercles of 
the /ung, spleen and liver. 
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Diagnosis of Addison's Disease 


The diagnosis of adrenal cortical insufficiency is de- 
pendent first and foremost upon the correct interpreta- 
tion and evaluation of the symptoms and signs obtained 
by a thorough history and physical examination. The 
diagnosis may be strongly suspected in an individual 
complaining of weakness, easy fatigability, weight loss, 
gastrointestinal disturbances, abnormal pigmentation, 
and who has hypotension and small heart size. The 
laboratory confirmation is dependent on the demon- 
stration of a deficiency of adrenal cortical hormones and 
a diminution in the capacity of the adrenal to respond 
to stress. 

In order to test the functional capacity of the adrenal 
cortex, a variety of techniques have been devised. The 
methods involve either a direct measurement of the 
adrenal hormones or their metabolites in blood and 
urine, or an indirect means such as the evaluation of 
the alterations in the metabolic processes that are af- 
fected or influenced by the adrenal hormones. 
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The response of the circulating eosinophils in the 
blood to administration of adrenocorticotrophin is a 
method of evaluating the functional capacity of the 
adrenal cortex. The adrenal gland normally will re- 
spond to the administration of ACTH by the elabora- 
tion of its adrenal cortical hormones. Such adrenal 
hormones as cortisone and hydrocortisone are known 
to cause a depression in the circulating eosinophil 
leukocytes in the blood. Measurement of the fall in 
eosinophils in response to ACTH administration gives 
then an indirect estimation of the capacity of the 
adrenal cortex to produce its hormones. 

A variety of techniques have been proposed in regard 
to the route of administration of ACTH. Both the in- 
tramuscular and the intravenous routes are commonly 
used. The only objection that has been raised to the 
intramuscular route, and particularly to the four-hour 
technique, is that there may be some tissue inactivation 
of the ACTH occasionally, and this may lead to insuf- 
ficient stimulation of the adrenal cortex. The two tech- 
niques used most frequently in this clinic are the 
intravenous one proposed by Thorn and the 48-hour 
intramuscular test. 

With the intravenous technique, the patient is either 
fasting or else the test should be started just prior to or 
just after a meal. Control eosinophil levels are obtained, 
and then an intravenous drip of 5 per cent glucose in 
water solution, or a normal saline solution is started 
with 20 or 25 units of ACTH added. The drip is con- 
tinued for eight hours, and the eosinophil count is re- 
peated at the end of the infusion. Normally there is a 
70 to 100 per cent drop in the blood eosinophil count. 
If there is less than a 50 per cent drop, it is indicative 
of diminished adrenal cortical responsiveness. 

In the 48-hour ACTH test, control eosinophil counts 
are obtained. Then ACTH is given intramuscularly, 
20 units every 6 hours if the aqueous solution is used, 
or 40 units every 12 hours if the ACTHAR gel is used. 
Eosinophil counts are taken once or twice daily and 
normally should show greater than 50 per cent drop. 

A word may be mentioned here in regard to the 
epinephrine test for pituitary-adrenal cortical function. 
This test is no longer used routinely mainly because of 
the advent of more refined techniques and secondly be- 
cause of the unreliability of the test. 

The more direct means of evaluating the adrenal re- 
sponse to ACTH administration is to measure the 17- 
ketosteroids and corticoids in the urine or blood before 
and during ACTH treatment. In the urine, there is 
usually at least a two-fold increase in 17-ketosteroids 
and a two- to five-fold increase in the corticoid value. 
The comparison of the difference in response to ACTH 
between normals and patients with Addison’s disease is 
shown in Figure 4. 
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Ropinson-PoWwER-KEPLER TEST 


It has been observed by the above investigators t\iat 
patients with Addison’s disease are unable to have a 
normal water diuresis when subjected to a water load. 
Renal insufficiency must first be ruled out because the 
test would give false results. The test is performed in 
two parts: 

Part I. No food or drink is allowed after 6:00 p.m. 
The urine volume from 10:00 p.m. to 7:30 A.M. is re- 
corded. This is the overnight volume. The bladder is 
emptied again at 8:30 a.M., and within the next 30 
minutes, the patient is given a volume of water by 
mouth equal to 9 cc. per pound of body weight. Then 
the urine is collected at hourly intervals and the vol- 
umes recorded. If the overnight volume is larger than 
any of the hourly specimens, the test is positive, and 
then one proceeds to: 

Part II. A sample of blood is drawn for urea and 
chloride determinations, and the same determinations 
are done on the overnight specimen of urine. The 
values for the above measurements are then substituted 
in the following equation: 


sf urine urea (mg./100 cc.) plasma chloride (mg./100 cc.) 
plasma urea (mg./100 cc.) urine chloride mg./100 cc.) 


largest hourly day vol. (cc.) 
vol. of overnight urine (cc.) 


A 


If the factor A is less than 25, it is highly suggestive of 
Addison’s disease. If it is 25 or greater, there is no 
evidence of adrenal cortical insufficiency. 


TEST 


This test is designed to place the ability of the pa- 
tient to retain sodium chloride under strain. The use of 
this test may bring on an acute crisis in patients who 
have adrenal cortical insufficiency or unresponsiveness. 
The test runs for two and one-half days during which 
time the food is limited strictly to the special diet 
which is very low in sodium chloride, high in potas- 
sium and supplemented by addition of potassium cit- 
rate (for specific details see references). Blood pres- 
sures are taken at least twice a day. During the test, 
the patient is observed very closely for drop in blood 
pressure, anorexia, nausea, weakness or other symp- 
toms suggesting shock or circulatory collapse. If a 
crisis is precipitated, one should have readily available 
for immediate use: 

1. 1,000 cc. of 5 per cent glucose in normal saline 

2. Intramuscular cortisone and/or intravenous hydro- 

cortisone 

3. Desoxycorticosterone acetate (percorten or DOCA) 
On the last morning of the test, a four-hour urine col- 
lection is made from 8:00 a.m. to 12 noon. Normally, 
the range of concentration of sodium chloride in this 
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specimen is between 28 and 240 mg. per 100 cc. of 
urine. If the value is higher, it is very indicative of 
adrenal cortical insufficiency or unresponsiveness. Be- 
cause of the inherent dangers of this test, it is not used 
very often and, when indicated, it is done only in a 
hospital. 


GiucosE TOLERANCE AND INSULIN TOLERANCE 


These tests afford an indirect evaluation of adrenal 
cortical insufficiency by demonstrating a lack of influ- 
ence on carbohydrate metabolism. 

In the glucose tolerance test, the development of 
hypoglycemia after the induced hyperglycemia is in- 
dicative of either increased insulin sensitivity or in- 
creased pancreatic response by overproduction of in- 
sulin. The insulin tolerance test is used to distinguish 
between the two. The test is designed to evaluate the 
ability of the patient’s glycogen stores to respond to 
the hypoglycemic stimulus by liberating glucose into 
the circulation. Since cortisone is known to increase 
glycogen storage, the lack of cortisone would diminish 
the glycogen stores and their capacity to respond to 
hypoglycemia. The insulin tolerance test would cause 
not only a severe hypoglycemic response but would 
also demonstrate an inability of the blood sugar level 
to return to normal within the test period. When this 
test is performed, it would probably be wise to use one- 
half of the usual dose administered, i.e., 0.05 units/kg. 
of body weight intravenously instead of 0.1 unit/kg. 
Glucose and epinephrine must be at hand for imme- 
diate use when the test is being performed, and the 
patient is observed carefully for weakness, sweating, 
shock or other signs of circulatory collapse. 


Differential Diagnosis 


In the early stages, the symptomatology in Addi- 
son’s disease is very often suggestive of a number of 
other conditions. Fatigue and muscular weakness are 
seen in such conditions as neurasthenia, myasthenia 
gravis, thyrotoxicosis, chronic infection, renal disease, 
hyperparathyroidism, gastrointestinal neoplasm and 
cirrhosis of the liver. 

The symptoms of neurasthenia are usually not im- 
proved by a good night’s rest, and there usually is not 
any associated weight loss. A test dose of prostigmine 
methylsulfate of 1.5 mg. subcutaneously will serve to 
distinguish myasthenia gravis. The basal metabolism, 
radioiodine uptake and protein-bound iodine deter- 
minations may rule in or out the diagnosis of chronic 
thyrotoxicosis. Hyperparathyroidism is readily diag- 
nosed by the characteristic changes on x-ray, and the 
changes in serum Ca, P and alkaline phosphatase. 
Chronic infections such as tuberculosis must be care- 
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Figure 4. Comparison of adrenal response to ACTH in normals 
and patients with Addison’s disease. 
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fully ruled out because of the likely coexistence of the 
two diseases. Nausea, vomiting and achlorhydria may 
be seen in patients with gastrointestinal neoplasm as 
well as in those with Addison’s disease, and so may pre- 
sent a difficult problem. Close observations for occult 
blood in the stool and repeated gastrointestinal x-ray 
examinations may be helpful. It is to be borne in mind, 
however, that patients with Addison’s disease may de- 
velop a gastric neoplasm which may be at first mistaken 
for signs of inadequate therapy. 

Pigmentation of hemochromatosis w wid not be too 
difficult to distinguish because the iron deposits in the 
skin may be demonstrated by biopsy. Rarely, Addi- 
son’s disease is due to scleroderma but is seldom con- 
fused with it. Occasionally, patients with adrenal cor- 
tical insufficiency show changes in the hands and fin- 
gers as well as the pinna of the ear similar to Ray- 
naud’s phenomena or early scleroderma. Patients who 
are subject to hypoglycemia due to overproduction of 
insulin have intact and responsive adrenal glands. 


Treatment of Addison's Disease 


The recent discoveries of the physiologists and chem- 
ists alike have led to remarkable improvement in the 
specific treatment of chronic adrenal insufficiency, and 
of the acute crises. 

Early diagnosis of the disease is of considerable im- 
portance to the patient not only in restoring the pa- 
tient to normal life but in preventing possible collapse 
or severe prostration. Frequently, however, early symp- 
toms and signs of the disease may go unnoticed, and it 
is not recognized until an adrenal crisis is precipitated 
by some infection of even a mild type. 

The crisis is characterized by malaise, lumbago, 
prostration, chills followed by high undulatory fever, 
and accompanied by nausea, vomiting and diarrhea. 
Progressive dehydration occurs, blood pressure falls 
and peripheral circulatory collapse ensues. This is fol- 
lowed by clouding of the sensorium, hyperirritability, 
restlessness, disorientation and coma. Death may ensue 
if therapy is not instituted promptly. 


‘TREATMENT OF ADRENAL CRISIS 


The aim of therapy: 


1. Restoration of plasma and extracellular fluid vol- — 


ume. 

2. Correction of hypoglycemia and restoration of CHO 
reserves of the body. 

3. Treatment of the precipitating or complicating in- 
fection. 

1. Epinephrine (0.3 mg.) or a similar vasopressor 
drug may be administered in an attempt to restore the 
blood pressure if it is at shock levels. This is only a 


temporary measure and must be followed by immediaic 
more specific measures. 

2. Aqueous adrenal cortical extract and lipo-adreni! 
cortex were of considerable importance in the past anc 
were of great aid in the treatment of an acute crisis. 
With the availability now of intravenous preparations 
of hydrocortisone, this has completely replaced the cor- 
tical extract which contained very small amounts of 
cortisone and hydrocortisone. One hundred milli- 
grams of an intravenous preparation of hydrocortisone 
is added to an infusion of 1,000 cc. of 0.9 per cent 
saline and 5 per cent glucose and may be started im- 
mediately. One hundred milligrams of cortisone ace- 
tate may be given intramuscularly at the same time. 
The infusion is continued for at least six hours, and if 
there is inadequate response, hydrocortisone may be 
repeated once or twice in the first 24 hours. It is usu- 
ally not necessary to repeat hydrocortisone because in- 
tramuscular cortisone should begin to have its effect. 

Within 12 hours after institution of therapy, the 
blood pressure begins to rise, the patient’s sensorium 
begins to clear and gradually the sense of well-being re- 
turns. The cortisone may be repeated in 12 hours and 
thereafter may gradually be reduced to maintenance 
levels (by either the oral or intramuscular route) de- 
pending on the clinical response of the patient. Serum 
electrolyte determinations and hematocrit should be 
done at intervals as a guide to therapy. 

3. Use of DOCA. Twenty mg. may be given intra- 
muscularly on admission to the hospital. Thereafter 5 
mg. may be given every 12 to 24 hours, or longer, de- 
pending on the state of hydration, hematocrit, weight, 
serum electrolytes and development of edema. In the 
early stages of the treatment, the blood pressure may 
not be a precise guide to the dose of desoxycortico- 
sterone, as edema is apt to develop before the blood 
pressure rises to normal. 

4. Treatment of the Underlying Cause. If there is any 
reason to suspect any associated infection, specific 
antibiotic therapy should be instituted, i.e. penicillin, 
or any of the broad-spectrum antibiotics. 

Food and fluids by mouth should be withheld for 
several hours after vomiting has ceased. Tea, ginger 
ale, toast and fruit juices may be begun at this time as 
tolerated. Then later soft foods may be added. Fre- 
quent small feedings are given. 

Improvement is characterized by return of the blood 
pressure and body temperature to normal, decreased 
irritability, disappearance of nausea and vomiting, and 
a return of the sense of well-being. The patient should 
be watched carefully for the appearance of edema or 
congestive heart failure. These signs call for prompt 
cessation of DOCA therapy and extra salt if this is 
being given. 
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In the period when patients were maintained on salt 


and DOCA therapy alone, crises were still quite fre- 
quent and required the above genera] measures plus 
the administration of large quantities of aqueous adre- 
nal cortical extract. With the advent of maintenance 
therapy with cortisone or hydrocortisone, crises are 
much less common and, when suspected, are handled 
with much greater ease. When a patient develops an 
upper respiratory infection, which before cortisone 
therapy would very easily precipitate a crisis, he may 
be instructed to increase his usual maintenance dose of 
cortisone of about 12 to 25 mg. a day up to 50 or 75 mg. 
a day during the period of acute illness. If the infection 
is mild, he may be treated on an ambulatory basis. 


MAINTENANCE THERAPY 


The guides to proper management of a patient with 
Addison’s disease are such signs as blood pressure, 
body weight, heart size, serum Na and K determina- 
tions, the state of hydration, general sense of well- 
being, the presence of gastrointestinal disturbances, 
weakness or fatigability. 

1. Desoxycorticosterone Therapy. Desoxycorticosterone 
acetate in oil is administered intramuscularly daily or 
every other day until a minimum maintenance dose is 
reached such that the patient’s serum electrolytes re- 
main normal, body weight remains normal and no 
edema develops. The maintenance dose is usually 
around | to 3 mg. a day. After the daily requirement of 
DOCA has been established (this may take two or three 
months to establish), maintenance is usually con- 
tinued with a longer-lasting preparation such as pellets 
or the DOC trimethylacetate. 

The pellets come in two sizes, 125 mg. and 75 mg., 
the 125-mg. pellet being approximately equivalent to 
0.75 mg. of DOCA in oil per day, and the 75-mg. 
pellet, 0.5 mg. per day. On this basis, the number of 
pellets to be implanted under the skin is calculated. A 
Y-shaped incision is usually made, each limb being at 
least 2 cm. in length, and the pellets are inserted some 
distance from the line of incision to prevent extrusion. 

The advantages of the pellet implantation are: (1) 
avoiding frequent injections, (2) the supply is always 
present and available, (3) there is occasionally sensi- 
tivity to the oil preparation. The chief disadvantages 
are: (1) that one has to be cautious in the judging of 
the number of pellets required because occasionally for 
a short period after implantation, more DOCA may be 
released than calculated, and salt and water retention 
may occur; and (2) when the pellets are almost gone, 
considerable difficulty may be encountered in judging 
when they are completely gone and in estimating the 
amount of the supplemental dose of DOCA in oil and 
sodium chloride. 
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More recently another preparation has become avail- 
able which seems to have great promise and probably 
has more advantages than the pellets. The preparation 
is an aqueous suspension of desoxycorticosterone tri- 
methylacetate. The drug is administered intramuscu- 
larly (deeply in the depot site) at intervals of four to 
six weeks, in amount based on the daily requirement 
of DOCA in oil. It has been estimated that a single 30- 
mg. dose results in an average daily absorption from 
the depot site of 0.6 to 1.0 mg. a day. For each milli- 
gram of DOCA required daily, 30 mg. of DOC tri- 
methylacetate is injected at 30-day intervals, or 15 mg. 
of the suspension is substituted for each 75-mg. pellet 
required. 

In our clinic it has been observed that the monthly 
dose of DOC trimethylacetate, calculated on a daily 
basis, is approximately three fourths of the daily re- 
quirement of DOCA in oil. For instance, if a patient 
requires 2 mg. of DOCA in oil a day, the dose of DOC 
trimethylacetate that would be injected every 30 days 
would be 60 mg. However, on a long-term maintenance 
basis, this dose may need to be reduced to around 45 
mg. a month. 

For the first several months on this drug, the patient 
should be followed at weekly intervals with observa- 
tions of blood pressure, weight, serum electrolyte de- 
terminations, state of hydration and gastrointestinal 
function, to evaluate the response and possible adjust- 
ment of the subsequent dose. 

2. The Use of Cortisone. The addition of cortisone or 
hydrocortisone to the treatment of these patients has 
markedly increased their sense of well-being and gen- 
eral health. Most patients are maintained on cortisone 
in addition to some form of desoxycorticosterone. Hy- 
drocortisone may be substituted effectively for corti- 
sone. 

The usual maintenance dose of cortisone is approxi- 
mately 12.5 to 25 mg. a day by mouth in divided doses. 
The drug is available in 5 and 25 mg. tablets. Occa- 
sionally the oral route is not very effective in maintain- 
ing the patient’s feeling of well-being and strength, and 
the intramuscular route may be found to control this 
very well. Occasional patients are encountered who 
may not tolerate more than 50 mg. of the drug a day, 
developing restlessness, insomnia, euphoria or irrita- 
bility. Some patients may be maintained on cortisone 
alone, but it has been found that most patients do bet- 
ter when the two drugs are given together, because the 
potency of cortisone to cause salt retention in the doses 
usually prescribed is minimal. It is of interest that some 
patients who have undergone adrenalectomy for such 
conditions as hypertension or metastatic carcinoma of 
the breast may be maintained on cortisone and addi- 
tional salt without DOCA. 
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Treatment of such complications as trauma, surgery, 
dental extractions or pregnancy, require the judicious 
use of increased amounts of cortisone sufficient to meet 
the demands of the stressful situation. In preparation 
for surgery, the patient may be given 100 mg. of 
cortisone intramuscularly the day before surgery and 
another 100 mg. the morning of surgery. The subse- 
quent doses are varied depending on the course of the 
patient. Usually by the second week postoperatively, 
the dose of cortisone is back to maintenance levels. 

One word should be mentioned at this point about 


the use of metacorten. Metacorten has no value in the 
treatment of Addison’s disease because its physiologic 
action is limited mainly to carbohydrate and nitroge 
effects in addition to the anti-inflammatory effect, witl:- 
out salt-retention activity. 

In conclusion, it may be stated that the proper mau- 
agement of a patient with Addison’s disease requires a 
thorough understanding of the metabolic disturbances 
caused by the deficiency of the adrenal cortical hor- 
mones and the physiologic actions of the hormones 
that are now therapeutically available. 


Treatment of Lymphedema 


Device for keeping the arm elevated by counterweight. The Foley arm 
edema stand can be used equally well for a patient seated in a chair. 
Foam rubber pads are held in place by nonconstricting elastic 
bandage. The counterweights exactly balance the arm. This treat- 
ment ts contraindicated if there is arterial insufficiency. 

By permission of Surgery, Gynecology and Obstetricse 


FOLEY HAS FOUND that the commonest form of lymphedema 
of the arm is that which follows radical mastectomy. In the 
leg, lymphedema praecox is the leading cause—a condition 
usually seen in young women, beginning at the time of the 
menarche. The cause is unknown. 

Lymphedema begins as a soft swelling of the distal part 
of the extremity—progresses upward. The edema is ag- 
gravated by dependency or by any constricting garment 
(garter or girdle in the case of the leg). Attacks of cellulitis 
and lymphangitis are common in the edematous part. Pro- 
found psychologic damage sometimes results from the un- 
sightliness of the affected part. 

Foley has tried repeated injections of hyaluronidase into 
the affected limb. He has also tried the effects of buried 
sutures (intended to promote lymphatic drainage). In his 
experience, neither of these measures does anything more 
than can be accomplished with a basic medical regimen 
alone. That basic regimen can be outlined as follows: 

I. Promotion of drainage by gravity (contraindicated 

by arterial insufficiency) 
A. Leg: 6-inch to 8-inch blocks under bed posts at 
foot of bed 
B. Arm: Maximum elevation during sleep 
(see accompanying illustration) 
II. Promotion of drainage by compression 
A. Leg 
1. Elastic stocking 
2. Walking in deep water 
B. Arm 
1. Elastic sleeve 
III. Physiotherapy 
A. Effleurage each evening for 10 minutes 
(self-administered) 
B. Walking in deep water (leg) 
IV. Dehydration (used initially) 
A. Low-salt (2 Gm.) diet 
B. Diuretics (daily injection of 1 to 2 cc. of 
mercurial for one week) 
V. Encouragement of activity 
(Surg., Gynec. & Obst., 101:25, 1955.) 
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Sensitivity to Foods 


Q. A 22-year-old white man, in otherwise good health, 
recently consulted me with the complaint that he had 
not been able to eat meat since childhood. Ingestion of 
meat would lead to severe vomiting which would begin 
almost immediately and last from a few minutes to 
an hour. This was true primarily of beef, veal, pork 
and lamb, but to a lesser extent of chicken and turkey. 
There was no adverse reaction to fish protein. The 
manner in which the meat was prepared appeared to 
make no difference. 

Scratch skin tests were done with various protein 
extracts and showed positive reactions to a marked 
degree in direct correlation with the patient's symp- 
toms. The patient is extremely anxious to become able 
to eat meat if at all possible. Are there desensitization 
techniques or regimens worthy of trial in this patient ? 


A. It is very unusual that sensitivity to foods should 
persist from early childhood, and that practically all 
meats are the only suspected foods. This suggests that 
a psychosomatic factor may be at play in this sensitivity. 

Nevertheless, because of the positive reactions upon 
skin testing, true allergy must be considered. Either 
oral or hypodermic desensitization should be tried. 

An extract of a combination of the positive meats 
can be given in increasing doses hypodermically. The 
degree of local reaction from an intradermal injection 
should determine the initial dose which must be gauged 
with highly diluted extracts. A dilution of 1:100 (0.1 
cc.) might be the starting point. If this causes no local 
edema at the site of injection, the subsequent amounts 
can be increased rapidly at intervals as short as 10 to 
20 minutes. Otherwise, the increase should proceed 
more slowly and the injections be given every one to 
three days. 

Vor oral desensitization, a mixture of broths from 
these combined meats may be administered by mouth 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


three or four times daily in increasing doses starting 
with about 2 drops. As soon as any gastric symptoms 
reappear, the amounts should be reduced and the in- 
tervals between the doses increased. If extreme sensi- 
tivity exists, the initial dose might have to be an aqueous 
dilution of the meat broth. After reaching a dose of 2 
to 3 tablespoonfuls several times a day, very small 
amounts of the meat itself might be taken in increasing 
amounts several times daily. 


Subconjunctival Hemorrhage 


Q. What are the causes and suggested therapy for spon- 
taneous subconjunctival hemorrhages ? Can the same 
mechanism of disturbed capillary fragility possibly 
produce intraocular or intracerebral hemorrhage? 


A. Subconjunctival hemorrhages occur so frequently 
in entirely healthy individuals without obvious cause 
that they have little if any diagnostic value. Because of 
their exposure to wind and dust, and the effects of dry- 
ing, the conjunctival capillaries frequently rupture from 
trauma. In addition, they are exposed to any increase 
in venous pressure in the head area, and therefore fre- 
quently rupture during coughing, sneezing or straining 
during a bowel movement. The appearance of “sludged”’ 
blood in the subconjunctival capillaries is so great as 
to make this appearance of questionable value. Patients 
with hypertension, or with known increased capillary 
fragility, e.g., diabetics, are not more prone to sub- 
conjunctival hemorrhages than the normal population. 

The only treatment that is necessary in the majority 
of cases is reassurance. Heat may be used immediately 
after the occurrence of a hemorrhage to hasten absorp- 
tion. In very rare cases it is necessary to incise the con- 
junctiva because of a massive hemorrhage to remove 
the clot. In the rare cases of repeated subconjunctival 
hemorrhages, rutin and ascorbic acid may be adminis- 
tered. Their value, however, is questionable. 
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Treatment of Mumps 


Q. What is considered the proper management of un- 
complicated mumps in an adult male? What of the 
complications ? 


A. Management of uncomplicated mumps in the adult 
male is chiefly symptomatic. 

Antimicrobials are of no value, nor is gamma globulin, 
normal or immune, although the latter is recommended 
for prophylaxis in young adults who are susceptible 
and have been exposed. Rest in bed without bathroom 
privileges is generally recommended (to reduce chance 
of complications) until all swelling has subsided. Diet 
is chosen only with respect to comfort in chewing. Oral 
hygiene is important. For orchitis, local support is 
used, with ice applied intermittently. Incision of the 
tunica vaginalis in severe orchitis has been used suc- 
cessfully to prevent pressure necrosis. 


Linear Unilateral Nevus 


Q. A healthy 24-year-old white woman, some ten years 
ago, developed a thick hypertrophic lesion on the dor- 
sum of her left second and third fingers. Over the 
course of a few months, this spread over the second 
through fifth fingers of the left hand, up over the 
dorsum of the hand, along the extensor surface of 
the forearm and thence up to the middle of the upper 
arm. At the wrist there is a bisection of the lesion, one 
line extending upward as described, the other curv- 
ing laterally and spirally toward the elbow and 
thence onto the upper arm separately from the other 
line. The lesion looks something like herpes zoster but 
causes no pain and is not pruritic. It has remained 
unchanged for eight and one-half years despite vari- 
ous treatments by other doctors. At one time, a derma- 
tologist told her it was a nevus. 

I do not recall having seen anything like it and 
have been unable to find any reference to such a con- 
dition. Would you venture a diagnosis from the sketchy 
description and advise me if anything is effective in the 
treatment of such a lesion? There is no other blemish 
and the patient is completely negative otherwise. 


A. The lesion as described suggests a linear unilateral 
nevus (nevus unius laterus). The hypertrophic aspect 
as described suggests that this may better be known as 
an ichthyosis hystrix, which is not a truly ichthyotic 
condition but rather a nevoid disturbance. Also, but 
far more remotely, to be considered is a linear sclero- 
derma, although in this instance the lesion is not 
hypertrophic but rather a linear sclerosis of the skin 
with depression of the involved area. 
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Treatment of unilateral nevus is frequently worse 
than the disease itself since any treatment involves re- 
moval or destruction. It is perhaps best to leave it 
alone. 

Malignant change arising in a unilateral nevus is 
extremely rare and from the practical standpoint one 
need not be concerned about such change. 


Relapsing Nonsuppurative Panniculitis 


Q. I have a patient who has been diagnosed as having 
Weber-Christian’s disease. What can I do to help 
prevent or relieve the lesions that form from time to 
time ? 


A. There is no standard or consistently successful 
treatment for the Weber-Christian syndrome (relapsing 
nonsuppurative panniculitis) at present. Evaluation of 
any form of therapy in this syndrome is colored by the 
fact that individual attacks may resolve spontaneously 
and recurrences are unpredictable. The current con- 
cept of this syndrome is that it is a form of hypersensi- 
tivity reaction which occurs locally in tissues as the 
result of varying primary causes. 

Treatment in the past has consisted of: 

1. Small doses of neoarsphenamine. 

2. Intravenous injection of foreign protein, such as 
typhoid vaccine. 

3. Filtered roentgen therapy to the involved areas. 

4. Sulfonamides—some have noted good results with 
sulfapyridine, whereas others have questioned whether 
sulfonamides might not be the cause of the hypersensi- 
tivity reaction. 

5. Penicillin, streptomycin, chlortetracycline have 
also been used with varying responses. 

6. Quinine, intravenous gentian violet, ferrous cit- 
rate, Viosterol, antimony, gold, arsenic, mercury, thy- 
roid, pituitary extract, multiple blood transfusions, 
salicylates and antihistaminics have all had equivocal 
results. 

7. Since the advent of steroid therapy there has been 
a new spurt of enthusiasm, but again equivocal results 
are reported. 

Drew, Wasson and Morris reported initial success 
with ACTH. (J.4.M.A., 42:357, 1951.) 

Shuman used cortisone for ten days, with reduction 
in temperature to normal for five days and then relapse 
with fatal termination. (Arch. Int. Med., 87 :669, 1951.) 

Harrison and Saxton treated two cases successfully 
with cortisone in 1952. (Missouri Med., pp. 427-429, 
June, 1953.) 

Taylor, Monroe and Taliaferro treated a case suc- 
cessfully in 1952 with cortisone. (Southern Med. J., 
46 :1163, 1953.) 
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Kidney Stones 


(American Coliege of Surgeons, Chicago, Nov. 4.) Daily 
doses of 2 grams of aspirin or other salicylates pre- 
vented re-formation of urinary calculi in 17 of 19 
patients highly susceptible to stones. The salicylate 
apparently stimulates production from the liver of 
glucuronic acid, or conjugates, to bind calcium in 
excretable form.—Dr. Epwin L. Prien, Boston Univer- 
sity School of Medicine, 


Brain Aneurysm 


(Ibid, Nov. 4.) Ligation of the carotid artery appears 
most useful in preventing new episodes of subarach- 
noid hemorrhage due to intracranial aneurysm, with 
superior results to more heroic surgery. Among 100 
patients treated, 65 are living, 25 are dead, with follow- 
up incomplete in ten.—Drs, and 
RicuarD Davis, Northwestern University Medical School. 


Hyperthyroidism in Pregnancy 


(Ibid, Nov. 3.) Administration of propylthiouracil or 
methimazole to pregnant women to curb symptoms of 
hyperthyroidism is apparently not harmful to the fetus, 
contrary to some reports. Among six women so treated, 
three had premature but otherwise healthy infants. 
Without treatment, fetal loss may range to 50 per cent. 
—Drs. E. R. Hupspers and R. R. Marcuus, Detroit. 


Cold Water for Burns 


(Ibid, Oct. 31.) Simple application of cold tap water 
within a minute of a burn reduces edema, pain, redness 
and fluid loss, if continued for 15 minutes or more. 
The method was tried with “encouraging results” in 
four accidental burns, including one caused by boiling 
grease, bringing immediate and almost complete relief 
of pain, prompter healing and less tissue destruction. 


Here each month are published notes of progress 
in diagnosis and treatment as reported at recent medical meetings. 
GP's aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 


tn the daily press and weekly newsmagazines. Report of a new theory 


or therapeutic claim here, prior to its formal publication 
in the medical literature, is not to be regarded as endorsement 
or verification by the editorial staff. 


MEDIGRAMS 


Chilling appears to have less effect if delayed beyond 
one minute, but some benefit was noted even after a 
five-minute delay.—Drs. Levi W. Reynotps, C. Reep 
Brown and Pur B. Price, University of Utah. 


Abscess Detective 


(Ibid, Oct. 31.) Injection of serum albumin tagged with 
radioiodine shows promise of detecting location of 
hidden abscesses forming within the abdomen after 
surgery. The serum albumin apparently tends to local- 
ize, at least at certain stages of abscess development, 
within the abscess, and the concentration can be meas- 
ured with a Geiger counter.—Dr. Irvinc M. 
Jean Kuznix, 8.8. and Dr. Georce T. Pack, New York. 


Antibiotic for Moniliasis 


(Symposium on Antibiotics, Washington, D.C., Nov. 4.) 
Nystatin, a new antifungal antibiotic, appears to be 
effective against treatment of systemic moniliasis and 
cutaneous manifestations of this disease. Most dramatic 
results were obtained with nystatin ointment in 20 
patients with vaginal moniliasis, and in treatment of 
thrush.—Dr. Raymonp C. V. Rosinson, University of 
Maryland School of Medicine, Baltimore, and Drs. E. T. 
Wricat, J. H. Granam, V. C. Newcomer and T. H. 
STERNBERG, Veterans Administration Center and Univer- 
sity of California School of Medicine, Los Angeles. 


Pinworm Treatment 


(Ibid, Nov. 3.) Combination treatment with Terramy- 
cin and piperazine for three days, and piperazine alone 
for another four days, cleared pinworm infections in 
all of 51 patients. Only two children suffered a relapse, 
both considered to be instances of reinfection.—Drs. 
H. and G. Moun, New York 
Medical College and Flower-Fifth Avenue Hospitals, 
New York. 
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New Antibiotics 


(Ibid, Nov. 3-4.) Promising new antibiotics are under 
test and investigation, according to a series of reports: 
Cathomycin, obtained from a soil sample in Vermont, 
in test-tube and animal studies, has successfully com- 
bated bacteria causing abscesses, blood-stream infec- 
tions, whooping cough and serious urinary tract in- 
fections, said researchers of Merck & Co., Inc. It also 
has shown favorable results in preliminary clinical 
trials. 
Albamycin, from soil samples collected in Queens 
Village, N.Y., shows promise in early clinical trials 
against organisms causing a variety of human infec- 
tions. It brqught prompt subsidence of symptoms in 
a few children suffering from infections due to organ- 
isms insensitive to commonly used antibiotics, and 
accompanying tracheostomy and bronchitis, a skin in- 
fection secondary to diaper rash, and a throat and lung 
infection complicating whooping cough, said research- 
ers using the drug developed by The Upjohn Com- 
pany. 

Thiostrepton, from a New Mexican soil sample, shows 
promise of effectiveness against a variety of staphylo- 
coccic organisms that build up resistance to penicillin 
and other antibiotics. Two others, amphotericin A and 
B, possess marked activity against a wide variety of 
yeasts and fungi, said researchers of E. R. Squibb & 
Sons Division, Olin Mathieson Chemical Corp. 

Synergistin, containing two active fractions appear- 
ing to have synergistic action, in the laboratory shows 
effectiveness against gram-positive bacteria, particu- 
larly those strains resistant to other antibiotics, re- 
ported researchers of Chas. Pfizer & Co. 


Cardiac Optimism 


(American Heart Association, New Orleans, Oct. 23.) 
Instilling a hopeful outlook is the most important thing 
a physician can do to assist a victim of coronary throm- 
bosis to return to normal life. And such optimism is 
fully justified for most heart patients in the light of 
recent medical experience. Even in cases of severe 
heart damage, requiring long convalescence, “the re- 
sumption of work is usually possible, although the 
occupation may need to be changed if it is too strenu- 
ous.” And with the pace of present research, “there 
may be something just around the corner that may 
prove helpful to some patient who at present seems to 
be hopelessly ill. Thought of this possibility may, 
through the bolstering of the morale of both patient 
and doctor, actually aid in prolonging the life of some 
patients sufficiently to take advantage of new discov- 
eries when they come.” Furthermore, “idleness breeds 


unhappiness and is actually bad for the health. It is 
a rare patient who is fit for nothing.”—Dr. Paut D. 
Wurre, Boston. 


Mom and Obesity 


(Ibid, Oct. 24.) Physicians might well concentrate upon 
the housewife to curb overeating and obesity. For it 
is the housewife to a large extent who “shapes the food 
habits and practices of the nation. She buys and pre- 
pares the food, times the meals and fixes the quantities 
of food to be served.” As for the notion that “to be 
big is to be strong and healthy,” it is “this misguided 
view which causes mothers to provide an excess of food 
for their children, insist on its being eaten, and so, in 
some cases, develop habits of over-eating which persist 
into adulthood.”—Dr. W. H. Sesreut, JR., research 
consultant, American Cancer Society. 


Blood Clot Enzymes 


(Ibid, Oct. 22.) A purified form of streptokinase-strep- 
todornase enzyme appears capable of triggering a 
chain-reaction in the blood to dissolve blood clots, 
particularly in vessels of the legs, with usually favor- 
able results. The effect is more specific than that pro- 
duced by anticoagulants. Complications such as high 
fever can be prevented or greatly reduced by improved 
methods of administration—Dr. Mario STErANINI, 
Boston. 


Shock Treatment 


(Ibid, Oct. 23.) Used as a last resort, administration of 
hydrocortisone and other adrenal cortical hormones 
brought a dramatic response in six patients in shock 
for several days following acute coronary thrombosis 
after other measures had failed. All six recovered. It is 
possible that prolonged shock depresses adrenal func- 
tion, and some patients in severe shock may recover 
upon adrenal therapy.—Dr. BENJAMIN MANCHESTER, 
Washington, D.C. 


Eating Habits 


(Gerontological Society, Baltimore, Oct. 27.) In a study 
of 450 institutionalized patients all offered the same 
diet, overweight patients selected fattening foods, while 
the underweights avoided nourishing foods. Patients 
seem frequently to be victims of their own caprices of 
appetite. Wasteful and inadequate dietary practices 
might be avoided if staff members encouraged better 
eating habits in individual patients.—Dr. Joszru I. 
Goopman, Cleveland. 
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Death from Acute Myocardial Infarction 


McQuay, Epwarbs AND BurcHELt studied 133 cases of 
fatal acute myocardial infarction in which necropsy 
was performed in an attempt to determine the type of 
death. The clinical history was correlated with the 
pathologic findings in each case so that for each pa- 
tient a type of death could be rather accurately desig- 
nated. The various types of death were as follows: 
myocardial failure, coronary failure, rupture of the 
heart, shock and thromboembolic disease. 

All of these terms except coronary failure are self- 
explanatory. By coronary failure the authors mean that 
situation in which episodes of substernal pain occurred 
while the patient was convalescing from acute myo- 
cardial infarction. The nature of the pain could have 
indicated that the patient was having recurrent acute 
infarction. Subsequently, necropsy did not reveal any 
evidence of additional acute infarction or of acute cor- 
onary occlusion coinciding with these attacks of pain. 
The pain was considered to be an expression of myo- 
cardial ischemia which was not of such degree as to 
cause myocardial infarction. 

The three major types of death were myocardial 
failure, which occurred in 43 per cent of the cases; 
coronary failure, which occurred in 23 per cent, and 
rupture of the heart, which occurred in 15 per cent. 
Previous myocardial infarction was a factor influencing 
the occurrence of myocardial failure. The previous in- 
farction was usually transmural. In the patients dying 
of coronary failure, the acute infarct was subendocar- 
dial in a greater number of cases than for the entire 
series of patients. Rupture of the heart occurred more 
commonly in women and was observed only in the 
presence of transmural infarction. 

{t has been stated that the use of anticoagulant ther- 
apy for acute myocardial infarction increases the inci- 
de:ice of cardiac rupture. However, in this series there 
was no difference in the incidence of this complication 
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among patients receiving anticoagulant therapy and 
those who did not receive such therapy. 

Thromboembolic complications resulting in death 
occurred in 6 per cent of the cases. Half of these em- 
boli were pulmonary and half were systemic. None of 
this group of patients dying of thromboembolic epi- 
sodes had been treated with anticoagulants. (Arch. Int. 
Med., 96:1, 1955.) 


Radioactive Fallout from Atomic Bomb 


ANDREWS SEEKS to allay some of the public apprehen- 
sion that has prevailed since some Marshall Islanders 
were injured by radioactive fallout from a bomb test in 
1954. Danger results from fallout when radioactive ma- 
terial in a bomb cloud returns to earth before it has 
decayed to stable form. 

When an atomic bomb explodes, a large variety of 
radioactive elements results. Some of these have a short 
half-life—others have a half-life measured in years. The 
ones with a long half-life are obviously the more haz- 
ardous, especially if they are produced in large 
amounts. A notable example is 20-year Sr™. 

*Clean”’ detonation of a nuclear weapon (detonation 
well above the earth’s surface) results in an atomic 
cloud that rises at great speed to enormous heights. In 
such a cloud, the radioactive particles are so small that 
they return to earth only very slowly. Thus, there is a 
negligible hazard from fallout. 

When detonation occurs at low altitude, dust from 
earth sweeps upward in the wake of the familiar fireball. 
That dust becomes contaminated with radioactive ma- 
terial. The large size of the dust particles then accounts 
for a relatively rapid return of dangerous material to the 
ground, downwind from the explosion. The size of the 
area contaminated will vary with local conditions, but is 
likely to be large in any case. 

Two kinds of rays are emitted from radioactive 
particles—beta rays and gamma rays. The beta rays 
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have almost no power of penetration through the skin, 
but can cause serious burns. The gamma rays penetrate 
deeply—can produce serious radiation injury (weak- 
ness, nausea, vomiting, diarrhea, leukopenia, general- 
ized infection, death). 

Protection against the effect of fallout depends upon 
two basic methods: (1) staying under cover during fall- 
out, (2) prompt decontamination of skin and clothing 
by thorough washing or dry brushing. It is not antici- 
pated that inhalation of radioactive particles will rep- 
resent a serious threat. Food can be decontaminated by 
washing. Contamination of a large body of water poses 
little threat because, with thorough mixing of radio- 
active particles and water, the radiation danger will be 
thoroughly diluted. (Sctence, 122:453, 1955.) 


Calcification in Miliary Tuberculosis 


KATZ AND HIS ASSOCIATES indicate that now that potent 
antituberculous therapy is available, acute miliary tu- 
berculosis, formerly almost always fatal, can be ex- 
pected to respond to treatment in approximately 90 
per cent of cases. Because of this, healing of the miliary 
lesions may proceed to calcification in some cases. The 
authors present two cases of acute miliary tuberculosis 
treated with antituberculous therapy, in whom miliary 
calcifications appeared approximately 40 months after 
the onset of the disease. (New England J. Med., 253: 
135, 1955.) 


Ureterocele and Abdominal Pain 


URETEROCELE is a congenital disorder characterized by 
a pinpoint of narrowing of the ureteral orifice and re- 
laxation, prolapse and dilatation of the wall of the 
distal ureter. It is found more commonly among fe- 
males. Intravenous pyelograms may delineate the 
lesion in some cases, but final diagnosis rests upon 
cystoscopy. When the ureter is at rest, the pinpoint 
orifice may be seen, often surmounting a small zone of 
heaped up bladder wall. When filled, the ureterocele 
balloons into the cavity of the bladder, and urine is 
ejected in a fine stream through the pinpoint opening. 
During excretory pyelography, the ureterocele may be 
outlined as a “cobra head” or “spring onion tip” 
deformity of the dilated distal ureter. 

Scheiner, Rogers and Clarke report five cases in 
which patients with ureteroceles were treated unsuc- 
cessfully because of mistaken or incomplete diagnosis. 
The chief symptom was abdominal pain. The diag- 
noses were considered to be inguinal hernia, vesiculitis, 
pyelonephritis, gallbladder disease and contracted 
pyelonephritic kidney causing hypertension. (New 
England J. Med., 253:95, 1955.) 
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Leukemia in Survivors of Atomic Bombing 


MOLONEY ANALYZED the 92 cases of leukemia occurrii.< 
among the 216,000 survivors of the Hiroshima and 
Nagasaki atomic bombings. There was a striking re- 
lationship between the degree of irradiation and thie 
occurrence of leukemia. The peak year for the oc- 
currence of leukemia was 1950. The decrease in cases 
was slight in 1951 and 1952, but fell sharply in 1953. 
It seems safe to conclude that although leukemia will 
continue to appear, its prevalence in survivors of 
atomic bombing is definitely declining. 

Of the 92 cases of leukemia, 52 were acute or sub- 
acute. Of 40 chronic cases, 39 were myelogenous and 
only one was lymphatic. The outstanding hematologic 
features many months before clinical evidence of 
leukemia developed, were usually leukocytosis, rela- 
tive lymphopenia and granulocytosis. Smears of the 
peripheral blood showed a small percentage of myelo- 
cytes and metamyelocytes and a striking increase in 
the absolute numbers of basophils. A marked increase 
in basophils is seldom seen except in chronic myelo- 
genous leukemia. 

In chronic myelogenous leukemia, the alkaline phos- 
phatase activity of separated leukocytes was extremely 
low, compared to normal leukocytes. In early preclin- 
ical stages, the alkaline phosphatase levels were con- 
sistently as low as those found in well-advanced cases 
of this disease. The author feels that from a practical 
standpoint, the determination of alkaline phosphatase 
by biochemical or histochemical methods is of definite 
value in the differential diagnosis between myelogenous 
leukemia and some leukemoid reactions. In these latter 
cases, the alkaline phosphatase activity of the separated 
leukocytes is usually greatly elevated. (New England J. 
Med., 253 :88, 1955.) 


Chronic Osteitis of the Skull 


DuTToNn AND ALEXANDER have reported three cases of 
extensive proliferative osteitis of the skull in patients 
with chronic, recurring, extradural abscesses. In two 
instances staphylococci or streptococci were cultured 
from the abscesses. In some cases papilledema, head- 
ache or other evidences of increased intracranial pres- 
sure were present. 

The extradural infections recurred after long 
periods, up to 12 years, in various parts of the extra- 
dural space. Often fever was absent, although large 
amounts of pus were found at operation. 

The hyperostosis of the skull extended well beyond 
the limits of the extradural abscesses, and the bone 
showed no gross evidence of infection. The thickening 
of the calvarium appeared to be a reaction of healthy 
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bone to adjacent chronic infection. Irregularities of the 
surface contiguous with the focus of suppuration were 
evident, but there was no necrosis. Sequestra were dis- 
charged in the initial subacute phase in one case only, 
in which the abscess apparently came from an infec- 
tion of the scalp. 

The authors pointed out that acute infection of bone 
is associated with hyperemia and leads to osteolysis, 
whereas chronic infection causes osteosclerosis. They 
postulated the production of a relatively anoxemic 
state locally in the affected bone tissue as a result of 
surrounding scar formation. The resulting hyperostitis 
was in harmony with the findings of other authors that 
calcium is deposited in the cerebral cortex in the pres- 
ence of chronic local hypoxia. 

Wide drainage of the extradural infection by the 
use of burr holes or removal of an area of calvarium was 
recommended for treatment. In some instances the 
sterile, stored bone flap was replaced several months 
after healing of the abscess cavity. (J. Neurol., Neuro- 
surg. ¢ Psychiat., 18:125, 1955.) 


Carotid Artery Ligation 


Moore AND Baker have reviewed the results of a series 
of 88 carotid artery ligations performed at Memorial 
Center in New York. The ligations were carried out 
in the course of treatment of a large variety of lesions 
of the head and neck. The over-all incidence of cere- 
bral complications was 45.6 per cent, and the mortal- 
ity, 30.6 per cent. During the past five years, these 
figures have been reduced to 31.4 per cent and 11.4 
per cent respectively. 

The etiology of post-ligation cerebral complications 
was discussed. In spite of contradictory opinions of 
other writers, the age of the patients had no significant 
effect upon the occurrence. Sex, infection, irradiation 
and the site of ligation in the internal or common 
carotid artery did not matter. Hemiplegia, coma and, 
in some cases, death seemed to result from cerebral 
ischemia. Ascending thrombosis was found in only 
three of 11 fatal cases in which autopsies were ob- 
tained. The cerebral ischemia may have been due to 
sympathetic vasospasm following ligation and section 
of the carotid artery, but the authors felt that the in- 
tracranial arterioles were probably affected more by a 
number of other factors, including anoxemia, carbon 
dioxide tension, venous pressure and cerebrospinal 
fluid pressure. 

One factor, present in a significant number of pa- 
tients suffering major cerebral complications, was the 
occurrence of hypotension during or following the 
Operative procedure. Only four patients had a signifi- 
cant fall in pressure without developing evidence of 
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serious brain damage. In two patients, elevation of the 
head in the early postoperative period seemed to cause 
the immediate onset of cerebral episodes. 

The authors suggested that cerebral complications 
might be prevented by combating hypotension through 
transfusions, and by maintaining the patient in a re- 
cumbent position until the blood pressure is well sta- 
bilized. The authors advocated the use of vascular 
grafts whenever possible to re-establish cerebral blood 
flow. (Cancer, 8:712, 1955.) 


Constrictive Pericarditis 


IN AN ANALYsIS of 416 cases of pericarditis collected 
from the records of the Presbyterian Hospital in New 
York City, Deterling and Humphreys found 25 cases 
of proved chronic constrictive pericarditis. The au- 
thors supported the idea that clinical manifestations 
of this disease depend upon two factors, present in 
varying degrees. Those factors are mechanical restric- 
tion by an unyielding pericardium and functional in- 
efficiency of a damaged myocardium. 

The etiologic factors responsible for the pericarditis 
were as shown in the accompanying illustration. The 
cases of constrictive pericarditis resulting from trauma 
included three examples of steering-post injury to the 
chest and one instance of football injury. (Circulation, 
12:30, 1955.) 
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Postoperative Vomiting 


Marcus AND SHEEHAN have studied the effects of cycli- 
zine hydrochloride (Marezine) in the prevention and 
treatment of postoperative vomiting. The drug was 
employed in dosages of 50 mg. for adults and 25 mg. 
for children. It was administered preoperatively or 
after the first attack of vomiting in a controlled series 
totaling 322 patients. All types of surgical procedures 
were included except neurosurgical operations and 
tonsillectomies, and all types of anesthetic agents ex- 
cept local infiltration. Studies were carried out only in 
the recovery room. 

Cyclizine appeared to give some measure of protec- 
tion against vomiting. The incidence of vomiting in 
patients who did not receive the drug was 18.5 per 
cent, compared with only 10 per cent in those who re- 
ceived it 30 minutes prior to the end of an operation. 
When the drug was given after the first attack of vomit- 
ing, the results were not so impressive. It appeared to 
have some effect, however, since no further episodes of 
vomiting occurred in 76.2 per cent of the treated pa- 
tients, as compared with 60 per cent of the untreated 
patients. 

The action of cyclizine was described as similar to 
atropine and the antihistamines. Its parasympathetic 
action has been shown to block the effects of vagus 
stimulation in experimental animals, and to reduce the 
tonus and rhythmic contractions of the intestine. 
There have been no demonstrable changes in pulse or 
blood pressure, and no local reactions following its use 
in humans. (Anesthesiology, 16:423, 1955.) 


Pyloric Hypertrophy in Adults 


CONNOLLY HAS CALLED attention to the occasional oc- 
currence of hypertrophic pyloric stenosis in adult 
patients. In a recent article reporting one case and re- 
viewing the literature, he described the symptoms, 
discussed the possible etiology and recommended 
methods of treatment. 

Connolly’s patient was a 37-year-old man who was 
hospitalized because of nausea, vomiting and abdom- 
inal pain of six months’ duration. A previous episode 
accompanied by tarry stools two years earlier had been 
relieved by an ulcer diet.‘During the six months pre- 
ceding admission, he had lost 16 lb. Physical examina- 
tion was not remarkable except for marked epigastric 
tenderness. A gastrointestinal series revealed an or- 
ganic constricting lesion of the pylorus and pre- 
pylorus, typical of carcinoma. At operation a firm, 
whitish mass involving the pylorus was resected, and 
was assumed to be neoplastic. Pathologic examina- 
tion disclosed that the mass was the pylorus itself, with 
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great thickening of the circular muscle. No ulceraticn 
or tumor was demonstrated. 

In discussing the etiology of this condition on the 
basis of his own and other reported cases, the author 
divided these lesions into two types. The first included 
patients who had experienced gastrointestinal symp- 
toms since infancy, due presumably to persistence of a 
mild degree of congenital hypertrophic pyloric steno- 
sis. The second type was thought to be due to hyper- 
trophy of the pyloric muscle due to long-standing py- 
loric spasm. Causes of the repeated spasm were peptic 
ulceration or cholecystitis. Gastric resection was rec- 
ommended in those cases accompanied by peptic ul- 


* ceration, or whenever the possibility of cancer could 


not be excluded. Pyloroplasty was suggested for lesions 
that apparently had persisted from the congenital 
hypertrophy of infancy. (Am. J. Surg., 89:1123, 1955.) 


Cat-Scratch Disease 


GIFFORD SKIN TESTED 28 veterinarians for cat-scratch 
disease. Seven (25 per cent) had positive skin tests. 
Only one of these seven was thought to have active cat- 
scratch disease, and none gave an adequate history of 
having had the disease in the past. A comparison of 
the positive and negative groups of veterinarians 
showed no real differences. 

Four of the seven positive reactors developed pro- 
longed skin reactions, lasting from eight to ten months. 
The persistent granulomatous reactions suggested 
some continuous irritating stimulus. This study im- 
plied that veterinarians may have constant contact or 
sporadic but continual contact with the etiologic agent 
of cat-scratch disease, and that this may produce an 
increased sensitivity in some of the more susceptible 


veterinarians. (Arch. Int. Med., 95:828, 1955.) 


Mediastinal Tuberculosis 


Lyons AND Storey consider the clinical problems asso- 
ciated with tuberculous lesions of the mediastinum. 
This form of tuberculosis, either through its active 
granulomatous inflammatory reaction or by its healing 
proliferative process, may involve the tracheobronchial 
tree, the esophagus or the mediastinal vessels. 

The symptoms in patients in whom there is tracheo- 
bronchial obstruction may assume one or more of the 
following forms: chronic cough, recurrent hemopty- 
sis, general debility with or without associated chest 
pain, a single acute pneumonic episode, recurrent 
febrile episodes or a clinical picture simulating broncho- 
genic carcinoma. Obstruction of the superior vena 
cava or innominate veins may result. Mediastinal 
tuberculosis may extend into the esophageal wall or 
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even cause perforation of the esophagus, with subse- 
quent fistula formation. Tuberculosis of the pericar- 
dium occurs most commonly by extension from medi- 
astinal tuberculosis. 

The treatment of tuberculosis of the mediastinum 
resolves itself into two phases: (1) antituberculous 
therapy, and (2) surgical therapy designed to relieve 
symptoms arising secondarily as a result of bronchial, 
vascular or esophageal obstruction. (Am. Rev. Tuberc., 


71:635, 1955.) 


Jaundice from Chlorpromazine 


LeMIRE AND MITCHELL report three cases of prolonged 
obstructive-type jaundice observed during therapy 
with chlorpromazine (Thorazine). In these three pa- 
tients, the laboratory findings were compatible with 
obstruction of the extrahepatic biliary tract. The liver 
was palpable in only one patient. Each had hyperbili- 
rubinemia, elevated alkaline phosphatase, and normal 
cephalin-flocculation determinations. 

Since surgical jaundice could not be excluded by 
laboratory or clinical study, all three patients under- 
went surgical exploration. There was no evidence of 
obstruction of the common duct in two. In the third 
case, the surgeon could not be sure that a gallstone 
had not previously been lodged in the common duct. 

Liver biopsies in two of the patients showed inflam- 
matory cell infiltration within the lobule, minimal liver 
cell changes and bile plugging of the bile canaliculi. 
There was a slight increase in the cellularity of the 
portal triads, with no evidence of obstruction of larger 


biliary channels. (Arch. Int. Med., 95:840, 1955.) 


Malignant Melanoma 


McCune AnD LETTERMAN have reported the ten-year 
results of radical prophylactic gland dissection in 36 
cases of malignant melanoma. In all instances the diag- 
nosis was made by excision biopsy of the original 
lesion. If the malignancy was confirmed microscopi- 
cally, resection of the regional glands was carried out 
in all instances, prophylactically. 

The cases were divided into two groups depending 
upon whether or not the regional glands were palpably 
enlarged before removal (Figure 1). In the first group, 
with preoperative glandular enlargement, 20 of 22 
patients revealed tumor metastases in the glands re- 
moved. One of these could not be traced after ten 
years. One patient died five years after operation, but 
all of the remaining 20 died in two years or less. 

In the second group, consisting of 14 patients with- 
out regional glandular enlargement, metastases were 
found in seven. Fifty per cent of the second group were 
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Figurel. Survival after original operation for malignant melanoma. 


alive and well after ten years. Moreover, in this second 
prophylactic-group, of the seven patients with glandu- 
lar metastases, three were alive and well eight years 
later. One developed generalized melanotic metastases 
after nine years. Two were alive and well after ten 
years. One patient without metastases could not be 
traced after ten years. 

The authors emphasized the importance of pro- 
phylactic regional gland dissections in all cases of ma- 
lignant melanoma. Their results pointed out the 
danger of waiting for the appearance of glandular en- 
largement before performing the dissection. (Ann. 
Surg., 141:901, 1955.) 


Lipoid Pneumonia 


MASON HAS CALLED ATTENTION to the importance of con- 
sidering lipoid pneumonia in the differential diagnosis 
of lung shadows. He described two forms of the dis- 
ease. One is an acute, diffuse, fulminating pneumonitis 
that may terminate fatally. It is characterized by the 
lack of hilar adenopathy, by absence of accentuated 
hilar markings and by little if any pleural reaction. 
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The second type—paraffinoma of the lung—is the 
type usually seen by surgeons. The author noted that 
it is found in habitual users of mineral oil. The oil, he 
stated, being bland, does not initiate the cough reflex, 
but causes the slow development of fibrous tissue, tume- 
faction and foreign body reaction. This leads eventually 
to permanent changes that render the lesion detectable 
by roentgenography. Lipiodol, a typical natural fat, 
does not produce this reaction. 

The author stated that paraffinomas can be found in 
any part of the lungs, but usually occur in the typical 
aspiration sites—the lower lobes, the apical divisions 
of the lower lobes and the subapical segments of the 
upper lobes. 

The affected lungs become fertile soil for repeated 
bouts of bronchopneumonia. For this reason or be- 
cause of difficulty of differentiating these lesions from 
carcinoma, lobectomy or segmental resection is usu- 
ally indicated. (Ann. Surg. 141:940, 1955.) 


Hereditary Tremor 


JAGER AND King describe 24 members (four generations) 
in a single family with hereditary tremor. The symp- 
toms often appeared in childhood or early adult life, 
and became worse with advancing age. Commonly, the 
tremor began in the hands and extended to affect the 
head, face, neck, tongue, larynx, diaphragm, lower ex- 
tremities and rarely the trunk. Emotion aggravated the 
tremor, and alcohol often afforded some relief. 

The diagnosis of hereditary tremor may not always 
be easy. The family history, in conjunction with the 


_ presence of the static (antigravity) and intention 


tremor and in the absence of other neurologic changes, 
usually permits a diagnosis. Difficulty arises in that 
one occasionally sees similarly distributed tremors in 
the absence of a familial history. Here it would be ad- 
visable to examine many other members of the family. 
The present study suggests that milder forms of 
tremor frequently are unrecognized. The treatment of 
hereditary tremor is unsatisfactory. (Arch. Int. Med., 
95 :788, 1955.) 


Digital Flexor Tendon Grafts 


BOYLEs HAS STUDIED the final results of the use of flexor 
tendon grafts in 300 patients. A similar operative tech- 
nique was employed in all cases. Full-length grafts, 
usually taken from the palmaris longus tendon, were 
extended from the origin of the lumbrical muscles in 
the palm to the terminal phalanx. Bunnell’s technique 
of suturing was used throughout. In all cases, a new 
insertion was made directly into the bone of the ter- 
minal phalanx. 
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Several factors affected the results of grafting. Th: 
presence of excessive scarring from the original injur: 
or from previous surgery, stiffening of digital joints. 
and the necessity for grafting of several fingers, al: 
tended to impair the functional results. The age of the 
patients made no significant difference. Results were 
better when long grafts, extending to the wrist, were 
used to replace flexor tendons of the thumb, but when 
these grafts were drawn through the carpal tunnel, the 
late occurrence of lasting median neuritis was more 
common. 

Final results were gauged by the patient’s ability 
to bring the tip of the finger to the distal palmar crease. 
Best results were obtained when the tissues were least 
damaged, when full-length grafts were used, and when 
meticulous technique was followed. Under these con- 
ditions, 25 per cent of patients were able to bring the 
pulp of the distal phalanx of the finger to the distal 
palmar crease, 50 per cent to within % inch, and all to 
within % inch of the palm. (Am. J. Surg., 89:1116, 
1955.) 


Outcome of Pleural Effusion 


Roper anD Warine studied 141 previously healthy 
white male officers and soldiers who had been ad- 
mitted to various U. S. Army Hospitals in 1944 and 
early in 1945 with pleural effusion of unknown cause. 
During the original illness, none of the patients had 
been treated with chemotherapy. The fundamental 
purpose of the authors’ analysis was to throw some 
light on the cause and subsequent history of so-called 
primary pleurisy with effusion. 

All of the 141 patients reacted positively to intra- 
cutaneous purified protein derivative (PPD). Twelve 
patients also reacted to coccidioidin and 38 to histo- 
plasmin, but the tuberculous etiology of the pleuritis 
in all of these persons was proved by other means. 
There was an average follow-up of 5.7 years for each 
person, and in this period, 92 (65.2 per cent) de- 
veloped some form of active tuberculosis. The proba- 
bility of subsequent appearance of tuberculosis was 
greater in those who were less than 25 years of age (75.3 
per cent) than in those who were 25 years or older (54.4 
per cent). The tuberculous etiology of the original 
effusion was proved bacteriologically in half the pa- 
tients in whom cultures or guinea pig inoculations were 
performed. 

However, the incidence of the subsequent develop- 
ment of pulmonary tuberculosis was as great in those 
whose fluid was sterile as in those in whom tubercle 
bacilli could be demonstrated. Relapse occurred as 
frequently in those with small effusions as in the pres- 
ence of large effusions. 
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Among the patients in whom bed rest was carried 
out for less than six months, 90.9 per cent developed 
tuberculosis within five years after the onset. On the 
other hand, among those in whom bed rest was taken 
for six or more months, 30.6 per cent developed 
tuberculosis within five years. 

Approximately 90 per cent of the 92 persons who 
developed active tuberculosis did so within the first 
three years after the onset of the original pleurisy. 
Nineteen persons developed manifestations of extra- 
pulmonary tuberculosis which became evident nine to 
15 months after the onset of pleurisy with effusion. 

This report emphasizes the fact that in young adults, 
acute serofibrinous pleurisy with effusion is practically 
always tuberculous in origin. This is so even though 
tubercle bacilli cannot be demonstrated in sputum, 
gastric washings or pleural fluid. Because the under- 
lying pulmonary lesion is prone to relapse, the patient 
with pleurisy with effusion should be treated vigor- 
ously. (Am. Rev. Tuberc., 71:616, 1955.) 


Pneumothorax in the Newborn Infant 


Harris REPORTED on the clinical features of spontane- 
ous pneumothorax of the newborn, as observed in ten 
cases. The condition was found to be more prevalent 
during the first few hours of life than at any subsequent 
age. Also, in older infants, pneumothorax was usually 
secondary to pulmonary infection, presence of a foreign 


body, trauma or a surgical procedure, whereas the 
cause was usually unknown in the newborn infant. 
However, in two of the ten infants of Harris’ series, re- 
suscitation may have been a factor in producing pneu- 
mothorax. 

The author described the clinical findings as follows: 
“Symptoms may vary from acute desperate dyspnea 
and cyanosis to very minimal increase in respiratory 
rate or no subjective symptoms. Three of the infants 
in this series had no subjective symptoms. Diagnosis 
may be suspected by physical signs and proved by 
roentgenograms. The physical signs are decreased or 
absent breath sounds on the involved side, hyperres- 
onance to percussion, and displacement of the heart to 
the opposite side. In bilateral pneumothorax the de- 
creased breath sounds may be the only sign. Dimin- 
ished intensity of the heart tones may be detected 
secondary to mediastinal emphysema. There may be 
limitation of the respiratory excursions. Dyspnea and 
cyanosis are present in relationship to the degree 
with which the vital capacity is diminished. Occasion- 
ally the situation may be grave enough that one must 
act without the benefit of a roentgenogram. Such was 
the case in one of the infants in this series.” 

Treatment consisted of aspiration of air in those 
cases in which symptoms were severe enough to re- 
quire that procedure. The outcome in the ten cases is 
shown in the accompanying diagram. (Proc. Staff Meet., 
Mayo Clin., 30:297, 1955.) 


OUTCOME OF SPONTANEOUS PNEUMOTHORAX IN 310 NEWSBORN INFANTS 
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Breast Cancer in Children 


HARTMAN AND Macrisu have called attention to the 
fact that although cancer of the breast is rare in chil- 
dren, it is common enough to require biopsy of any 
unusual breast lesion. They stated that most breast 
cancers in childhood have the usual features suggest- 
ing malignancy. In some cases, as in the one that they 
reported, the mass was similar to the benign change so 
frequently found in the breast of a developing child. 

The authors reported a case of breast cancer in a 6- 
year-old boy. Following injury to the left breast, his 
mother noticed a rounded smooth mass situated be- 
neath the nipple. The mass was nontender, moved 
with the nipple, but was not attached to the skin. The 
lesion was removed. It proved to be rounded, smooth, 
apparently encapsulated, and could be peeled out of 
the surrounding tissue without difficulty. Grossly it 
resembled a fibroadenoma. On study of the micro- 
scopic sections, however, a definite diagnosis of 
adenocarcinoma was evident. A radical mastectomy 
was performed, and the patient was discharged 
from the hospital on the eighth postoperative day. 
One year later there was no evidence of recurrence, 
and there had been no ill effects from the opera- 
tion. 

The authors recommended biopsy of unusual breast 
lumps in children. If a diagnosis of carcinoma is made, 
a radical mastectomy should be performed, regardless 
of the age of the patient. They advised removal of the 
pectoral muscles and axillary contents as in the adult, 
but warned against the use of roentgen-ray therapy in 
young children. (Ann. Surg., 141:792, 1955.) 


Salmonellosis 


THE PREVALENCE and clinical significance of salmonello- 
sis (human infections caused by Salmonella bacteria 
other than the typhoid bacillus) are frequently not 
appreciated as fully as they should be, according to 
Eisenberg and his associates. The authors feel that the 
complexity of the methodology required to establish 
an unequivocal bacteriologic diagnosis and the lack of 
adequate facilities for the task in many small labora- 
tories contribute to the infrequent recognition of this 
condition. They observed 55 adults and 40 children 
and infants with salmonellosis. 

The clinical manifestations of salmonellosis may be 
classified into several clinical syndromes: (1) gastro- 
enterocolitis, which can cause symptoms ranging from 
mild diarrhea to a cholera-like picture; (2) bacteremia 
or septicemia either with or without extraintestinal 
localization in meningeal, renal, pulmonary, pleural 
or osseous sites; (3) a clinical picture similar to but 
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usually milder than that seen in the typical case oi 
typhoid fever; and (4) carriers, either convalescent o: 
asymptomatic. 

The gasteroenterocolitis syndrome predominated in 
both the adult and the pediatric groups, and the 
authors feel that diarrhea accompanied by fever should 
prompt the clinician to include salmonellosis in his 
differential diagnosis and to request appropriate 
laboratory studies either to support or to rule it out. 

The best evidence of infection with Salmonella is the 
isolation and identification of the specific organism. 
However, the probability of successful laboratory cul- 
tivation is frequently determined not only by the 
available facilities but also by the stage of the disease 
during which body fluids specimens are taken for 
examination. The examination of blood serum for 
agglutinating antibodies often provides indirect evi- 
dence of infection, particularly when multiple studies 
demonstrate a significant rise or fall in titer of such 
antibodies. 

There was a total mortality of 11.6 per cent in this 
series, and the deaths occurred especially in the very 
young and in older, debilitated patients. (New England 
J. Med., 253:90, 1955.) 


Lupus Erythematosus from Hydralazine 


HENN AND HER ASSOCIATES report data concerning a 
patient in whom the clinical picture of acute systemic 
lupus erythematosus and a positive L. E. cell phenom- 
enon developed while the patient was receiving hydra- 
lazine. The syndrome appeared 14 months after the 
administration of this drug was begun. The patient re- 
covered, and the L. E. cell phenomenon disappeared 
when the hydralazine therapy was discontinued. 


(Arch. Int. Med., 95:857, 1955.) 


Lung Biopsy 


DIFFUSE PULMONARY LESIONS often present a perplexing 
diagnostic problem. When all reasonable studies have 
been performed and the diagnosis has not been estab- 
lished, Effler and his associates suggest surgical lung 
biopsy as a direct approach to the diagnosis. This pro- 
cedure permits study of the lung by histopathologic, 
chemical and bacteriologic analyses. Although the 
method is by no means innocuous, it is considerably 
less radical than the conventional exploratory thora- 
cotomy, and may be employed in seriously ill patients 
who are handicapped by a low pulmonary reserve. 
Although this operation offers biopsy as its sole 
mission, it is a definitive procedure, and the diagnostic 
knowledge gained may offer the key to therapy and 
possibly cure. In a series of 65 patients, there was no 
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significant morbidity attributed directly to the biopsy. 
One patient died in the hospital from a massive myo- 
cardial infarction on the fifth postoperative day. (Am. 
Rev. Tuberc., 71:668, 1955.) 


Treatment of Donor Sites 


Artz, BRONWELL AND Sako have described a simple, 
successful method of dressing the donor sites of split- 
thickness skin grafts. Discarding the older method of 
applying occlusive dressings, the authors have employed 
an exposure method in over 2,000 donor areas, with 
few complications. 

Immediately after removing the skin graft, the donor 
area was covered with dry, fine-mesh roller bandage 
gauze. Then a warm, moist, thick gauze pad was applied 
to achieve hemostasis. At the end of the operation the 
gauze pad was removed. The blood-soaked, fine-mesh 
gauze was allowed to remain as the only covering of the 
wound. All free edges of the fine mesh gauze were 
trimmed and the area allowed to remain exposed to the 
air. A firm coagulum soon formed which dried within 
24 hours, serving as a protective covering for the wound. 
Until the coagulum dried, the patient usually com- 
plained of moderate pain, relieved by minimal doses of 
a narcotic. After it hardened, there was no further dis- 
comfort from the area. As healing progressed, the pro- 
tective covering loosened at the edges and was trimmed 
away. When healing was complete, the covering fell off 
leaving a well-epithelialized surface. 

When donor sites, treated by occlusive dressings be- 
came infected, the dressings were removed down to the 
fine-mesh gauze, and the areas were treated by expo- 
sure. Even though the surface was covered with puru- 
lent material, it dried almost immediately after exposure, 
and healing progressed satisfactorily. (Ann. Surg. 
142:248, 1955.) 


Salicylate Poisoning 


ScHREINER and his colleagues have reported the first 
case of successful use of hemodialysis in the treatment 
of salicylate poisoning. Their total experience included 
four cases—all exemplifying the violence of the clinical 
effects of severe salicylism. 

The patients had ingested from about 40 Gm. to 
about 210 Gm. of aspirin, presumably with suicidal 
intent. Blood salicylate levels on admission to the 
hospital ranged from 90 mg. to 115 mg. per 100 cc. 
There were serious disturbances of acid-base metab- 
olism, bleeding tendencies (including hypoprothrom- 
binemia), gastrointestinal damage and evidences of 
brain damage. 

in two instances, the artificial kidney was used for 
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hemodialysis. Blood salicylate levels were quickly re- 
duced and, in one patient, there was recovery of con- 
sciousness and steady improvement thereafter (see 
accompanying illustration). The other patient im- 
proved temporarily after dialysis but later died with 
purpura and anuria. 

Of the two patients not subjected to dialysis, one 
recovered gradually with symptomatic and supportive 
treatment. The other patient died nine hours after 
entering the hospital. The total experience impressed 
the authors with the fact that severe salicylism is in- 
deed a serious emergency. (New England J. Med., 
253 :213, 1955.) 


Retroperitoneal Tumors 


DoNHAUSER AND BIGELOW reviewed the subject of pri- 
mary retroperitoneal malignant tumors and reported 
48 cases. They found that males predominated in a 
ratio of 29 to 19. More than half of the patients were 
between 50 and 69 years of age. The most common 
tumor was reticulum cell sarcoma. Others, in order of 
frequency, were lymphosarcoma, neuroblastoma, ma- 
lignant mixed mesodermal tumors, liposarcoma, leio- 
myosarcoma, fibrosarcoma and endothelioma. The 
over-all mortality rate was 88.5 per cent. Metastasis 
occurred in 31.2 per cent. 
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The predominant symptoms were abdominal pain 
and the development of an abdominal tumor. Fatigue, 
loss of weight and anorexia were common. Although 
severe anemia was present in some cases, it was by no 
means constant. One patient with a leiomyosarcoma 
was living and well after four years. One was living but 
with a recurrence after five years. One case of reticu- 
lum cell sarcoma treated by irradiation survived two 
years. One patient with a malignant mesodermal tumor 
was living after one year. Of 31 cases in which radio- 
grams were taken, 20 were positive, 7 negative and 4 
questionable. The authors recommended that greater 
emphasis be placed on radiographic findings. Some 
patients with extensive tumors had a normal blood 
picture. 

It was the opinion of the authors that retroperitoneal 
primary tumors should be treated more radically, in 
spite of anatomic difficulties. Because of the frequency 
of recurrence of these malignant tumors, a second or 
even third “look in” operation should, they felt, be 
considered. (Arch. Surg., 71:234, 1955.) 


Marrow Biopsy in Bone Cancer 


Hyman AND Harvey have studied the use of bone- 
marrow aspiration for the diagnosis of metastatic can- 
cer in 650 patients. Ten per cent of all marrows exam- 
ined were found to contain clumps of metastatic tumor 
cells. In only 63 per cent of these were skeletal x-rays 
positive or suggestive. On the other hand, in a control 
group of 100 patients in whom marrow aspiration was 
negative, 30 per cent had positive skeletal surveys for 


tumor. This demonstrated that marrow aspiration and | 


skeletal roentgenographic surveys are complementary 
in the total evaluation of the patient with metastatic 
carcinoma. 

Marrow aspirations were usually taken from the iliac 
crest since the ilium was involved at least as frequently 
as other bones once blood-borne metastasis had oc- 
curred. If the iliac crest was not available because of 
distention or obesity, the spinous processes of the 
lower thoracic or lumbar vertebrae were selected. Un- 
der sterile precautions and local anesthesia, a 15-gauge 
needle with stylette was inserted into the marrow cav- 
ity. To prevent hemodilution of the specimen, only a 
few drops of marrow were aspirated. These were 
smeared rapidly to prevent clotting, were air dried, 
and then were stained with Wright’s stain. In the 
examination of the smears, low-power microscopic 
study was found to be particularly valuable, especially 
at the edges of the specimen. Clumps of tumor cells, 
rather than a single neoplastic cell, were required be- 
fore a diagnosis was made. 

Because of the ease of performing marrow aspira- 
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tion, the authors recommended that this procedure be 
added to the group of preoperative survey methods 
now available for cancer patients. They stated that i: 
should be employed especially in patients with carci- 
nomas that frequently metastasize to the bone marrow. 
regardless of the size of the primary tumor. (Cancer, 
8:576, 1955.) 


Puerperal Fat Embolism 


FaT EMBOLISM usually occurs following trauma to the 
skeletal system, or surgery involving adipose tissues. 
Lillian and his associates report a case of sudden un- 
expected death in the early puerperium which was as- 
sociated with the finding of multiple fat emboli. These 
emboli were found in the lungs and brain and to a lesser 
extent in the kidneys. The authors postulate that 
trauma associated with obstetric manipulation and pas- 
sage of the fetal parts in an extremely obese patient 
liberated enough fat into the numerous pudendal and 
perineal varices to cause the disease. (New England J. 
Med., 253:143, 1955.) 


Neuroblastoma in Childhood 


Koop AND HIS COWORKERS have studied a group of 44 
cases of childhood neuroblastoma treated at Children’s 
Hospital of Philadelphia, and have drawn several con- 
clusions from their review. Their results agreed with 
those of other authors that the survival period was 
proportional to the degree of differentiation of the 
tumor. Contrary to others, they found that younger 
children survived longer than older ones. 

The authors reported that advanced tumors occa- 
sionally regressed remarkably after simple biopsy. In 
general, however, even in the presence of metastases, 
removal of the bulk of the tumor had a much greater 
beneficial effect upon the prognosis. The authors did 
not recommend resection of the stomach or intestine 
when these organs were involved, and portions of the 
tumor were left in vital structures. 

Ten of the 12 children who survived for 14 months 
had received no x-ray therapy, possibly indicating that 
radiation was not so important to survival as had pre- 
viously been supposed. The presence of metastases did 
not seem to have as close a relationship to survival in 
neuroblastomas as in other malignant tumors. Although 
all patients who died had metastases, 50 per cent of 
those surviving also had evidence of metastases. 
Patients with retrobulbar and bone metastases showed 
regression of these lesions with the administration 
of large doses of vitamin By, an observation that 
had been made previously by Bodian. (Surgery, 38: 
272, 1955.) 
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AN ARTICLE ENTITLED “Do Doctors Charge Too Much?” 
recently appeared in the Sunday magazine section of a 
national newspaper chain. The article, written by AMA 
President Elmer Hess, stated: 

“Fees are exclusively the concern of the physician 
and his patient and of no one else. If, however, the 
physician fails to present his fee to the patient in ad- 
vance of rendering the service covered and to have it 
thoroughly understood and accepted by the patient, 
and the patient, on subsequent receipt of a statement, 
feels that the fee is out of line for the service already 
rendered and takes the matter to the grievance com- 
mittee of the medical society, that committee will quite 
properly scale down the fee to the amount habitually 
charged in the area for similar services.” 

We are satisfied that Dr. Hess did not intend to in- 
fer that a physician is entitled to charge “what the traf- 
fic will bear.” Rather, he is stating what the writer and 
his associates have been advocating for many years, 
both in private consultation with clients and in articles 
for various medical journals. We contend that each 
physician is entitled to establish his own fair and pro- 
portionate fee for the service he renders and that his 
fee, once established, should be the same for every pa- 
tient when like service, time and energy are involved. 
True inability to pay is the only exception. We also 
contend that the physician must present his total fee 
for the service to be rendered in advance of its perform- 
ance, that the patient must recognize that the service 
is worth that fee, accept it, and (our additional require- 
ment) make definite arrangements for payment that 
will bring the fee within the patient’s ability to pay. 

Actually a physician’s financial success and economic 
security demands such an approach. Its effectiveness 
has been amply illustrated by the statistical results of 
those who routinely employ it, especially when they 
achieve 96 to 98 per cent collection ratios, as con- 
trasted with an accepted national average of 85 to 87 
per cent. 
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RATIONALE OF FEES 


BY GEOFFREY MARKS 


Management Counselor 
Seattle, Washington 


Why, then, do physicians generally ignore the obvi- 
ous and avoid the “easy way”? The first answer is lack 
of know-how; second, distaste for fee discussion ; third, 
professional dignity; fourth, inertia; and finally, pres- 
sure and lack of time. 


Socioeconomic Impulsion 


Before we consider the physician and his traditional 
attitudes in respect to fees, let us consider why our ap- 
proach is seemingly essential to survival for the Ameri- 
can doctor as an independent entrepreneur. Most of us 
can either recall, or have heard of, the days when thrift 
was a national virtue and budgeting a domestic routine. 
Today, in our hectic post-war economy, it is fashion- 
able to mortgage the future to the hilt, to live, finan- 
cially-speaking, for “the day,” and to hope that a God- 
like welfare state will provide the wherewithal. The 
rainy day will never come, so why save for it? 

The average physician breaks all the rules of eco- 
nomics. In the first place, he rarely demands cash from 
people who are accustomed to paying cash for every- 
thing that can’t be repossessed. He generally commits 
patients to an undisclosed financial obligation which 
too often exceeds their expectation. He presents a bill 
to an individual who, if he has a budget at all, rarely in- 
cludes provision for “what will never happen.” 

The enlightened physician, facing the fact that he is 
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a private entrepreneur living in a realistic world, pre- 
sents his fee in advance. He also presents concrete sug- 
gestions, based on his sympathetic knowledge of the 
patient’s relative financial situation, as to how it can be 
met without undue hardship. The grateful patient pays. 

We have already stated the reasons why physicians 
generally ignore the obvious and avoid the easy way. 
Let us now analyze these reasons. 

Lack of Know-How. Only recently have medical 
schools included formal courses in economics. Even 
these have been sketchy and academic. They have rare- 
ly if ever covered public relations in medicine—the 
handling of people as human beings, with the same re- 
actions in the medical office that they exhibit in their 
everyday affairs. 

To some extent this omission is understandable. 
Medical students, intent on mastering the techniques 
of medicine, tend to regard such courses as irrelevant, 
as required “puff.” At this immature stage they be- 
lieve, and are taught to believe, that the practice of 
“good medicine” will speak for itself. 

Internships and residencies do not improve the 
situation. They are, in effect, “institutional.” An un- 
seen hand lays the fatted calf on the table and the fledg- 
ling medic is required merely to perform. He doesn’t 
understand what we mean when we talk about “patient 
management.” He has not learned to apply public re- 
lations to medicine and doesn’t realize that this is the 
foundation upon which a successful practice is built 
and maintained. 

Distaste for Fee Discussion. Another manifestation 
of lack of know-how is usually rationalized by state- 
ments to the effect that the relationship between the 
physician and hispatient is too intimate to be imperiled 
by the introduction of anything as mundane and “‘com- 
mercial” as a fee. Actually, the patient would like to 
know that his physician is concerned about the cost of 
gelting well. He wants to know what amount of money 
the contemplated provedure will involve and how the 
fee may be met. He wouid rather not be referred to 
“my secretary,” or, in clinics, to “our business 
manager.” 

Patients know that medical service carries a fee. 
Why doesn’t the physician squarely face facts and get 
this “necessary evil” comfortably and sympathetically 
out of the way? This lets him conclude the relaxed 
discussion with, “Now that this matter is settled to 
our mutual satisfaction, we can both forget about money 
and concentrate on making you well.” 

Professional Dignity. This is a subconscious mantle 
to cover a blend of ego and ignorance. Such a dodge 
is incompatible with frankness and the intimate rela- 
tionship so essential in the art of medicine. 

Inertia. To present a fee in advance, the physician 
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must know what the fee is going to be. This calls for 
careful preparation and determination, prior to pres- 
entation to the patient, of the contemplated course of 
therapy or procedure. The physician must accurately 
estimate how much time and effort will be involved 
and what concrete services will be rendered. This may 
seem like a heavy chore for the busy practitioner. But 
is it? The conscientious practitioner, with the total 
welfare of his patient at heart, should consider and 
plan all that will be involved before outlining his pro- 
gram, rather than “playing off the cuff.” This lets the 
patient know that he is sincere, honest, thorough and 
ethical. If he takes time to fulfill hts obligation in ad- 
vance, it is an easy and momentary additional step to 
continue his considerations and calculate an appropri- 
ate fee. 

Pressure and Lack of Time. This is the great justifica- 
tion for “putting it off.” Lack of time is a shortsighted, 
ill-considered excuse. The doctor must organize his 
practice so that he will have time to do these things. 

The 85 to 87 per cent collection ratio average is well 
below what can reasonably be achieved. Unfortunately, 
we too often find practices, particularly those of gen- 
eral practitioners, where the collection ratio is not 
above 75 per cent. In some cases, it has been as low as 
65 per cent. 

The physician who collects only $3 out of every $4 
charged simply has to crowd in more patients to achieve 
a reasonable return. This, if indeed he can do it, in- 
creases the pressure, further depresses the collection 
effort and perpetuates the cycle. In addition, because 
there is inadequate time to explain to patients what is 
being done and why and thereby develop their appre- 
ciation of the value of the service, the pressured physi- 
cian will likely conduct a low-fee, high-volume, com- 
petitive type practice which keeps him constantly rush- 
ing. He will be abrupt and possibly irritable. Patients 
signify their resentment of this cavalier treatment by 
deliberately taking up more of the doctor’s time than 
they would if they were sympathetic to his problems 
and realized that he had always “taken time” to be 
sympathetic and understanding. 

To this further loss of time, one more factor tends 
to downgrade the doctor’s practice. Instead of retain- 
ing and attracting patients who could be truly under- 
standing and appreciate his abilities, the physician’s 
“lack of consideration” drives them elsewhere in search 
of more acceptable performance. This leaves him with 
patients who don’t or can’t pay their bills. 

Recently we were called in to advise two general 
practitioners who were anxious to build a clinic and 
wanted to know how they could finance it. The under- 
taking would require a joint investment of $8,000, which 
they did not have. Each was barely eking out a living. 
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For the first six months of the year, their joint charges 
were $37,200, their joint receipts $27,600—a collec- 
tion ratio of 74 per cent. More important in their situa- 
tion, in those six months they had put on the books 
but had not collected $9,600. They needed $8,000. If, 
during that six-month period alone, they had collected 
93 per cent of their charges, they would have had it. 

Overhead is another factor that depresses net finan- 
cial return and therefore contributes to the seeming 
need for pressure. The overhead of a practice, espe- 
cially rent, facilities, personnel and supplies, is auto- 
matically geared to the amount of business that is being 
done, not the actual dollar return. Therefore, a low 
collection ratio will almost always be paralleled by a 
high expense ratio. We knew a solo general practitioner 
who, since he himself was putting in 16 hours a 
day, employed two shifts of personnel. His collection 
ratio was 65 per cent and he was on the verge of bank- 
ruptcy. 

In the case of the men who needed $8,000, the ex- 
pense ratio, relating expenses to receipts, was 42 per 
cent. If expenses were related to charges, it would 
have heen 32 per cent. 


The “Total” Fee 


The physician must calculate and present his fees in 
advance of rendering service. How can he overcome 
his distaste and arrive, prior to service, at a fee that is 
fair to him, fair to the patient and fair to the public? 

Responsibility. It would be a rare physician who would 
not agree that one of his most basic responsibilities is 
to render to every patient the best service he can and 
to “treat the total patient, not the disease alone.” 
“Total care” calls for “total diagnosis,” based on full 
knowledge of all factors touching the patient’s health, 
happiness, welfare and peace of mind. Too frequently 
patients, facing the unknown and unexpected, are vi- 
tally concerned or worried about the cost. Would it 
not therefore be fair to say that it is a physician’s re- 
sponsibility in diagnosis to unearth this concern or 
worry and to provide for its removal by setting the pa- 
tient’s mind at rest? 

Inclusive Fees for Therapy. As we have seen, advance 
fee presentation demands predetermination of what that 
fee will be. This is easy when a specific procedure is 
involved, as in surgery or obstetrics, and a fee schedule 
has been established. But physicians usually contend 
that it is impractical when the service to be rendered 
is strictly medical. To meet this situation, we have de- 
veloped the principle of inclusive fees for therapy. 

If, as we have suggested earlier, the physician will 
take the time and trouble to plan his course of therapy 
before presenting it to the patient, it is reasonable for 
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him to be able to predetermine also how much time 
and effort will be involved. Thanks to a factor which 
we will presently discuss, it is then easy for him to de- 
cide upon an appropriate fee. The time involved will 
be arrived at in one of two ways: either by actually esti- 
mating about how much time he will devote to this pa- 
tient in this particular course of treatment; or, where 
the disease is one of frequent experience, an average of 
the time devoted to such cases in the past to achieve 
cure or control. 

The Hourly Rate Basis of Fees. The preceding brief 
discussion of the theory of inclusive fees indicates the 
inherent basis of fees based on time consumed. This 
demands determination of what time is worth. In es- 
sence, rate per hour is determined by ascertaining what 
the individual physician would regard as adequate net 
income. His take-home income should cover not only 
personal living expenses, but also life insurance, income 
tax, an investment program for retirement, and reason- 
able luxuries and indulgences. To this should be added 
the known or projected annual office overhead cost and 
other professional expenses. This total should then be 
divided by the number of hours per year the doctor 
expects to spend in the presence of patients. When all 
of his fees are based on the resultant rate per hour, 
assuming he works the prescribed number of hours 
annually, he will achieve his necessary gross. 

Application of the rate to the inclusive fee approach 
is accomplished in two ways. Where the total service 
is the one frequently rendered and an average of time 
actually consumed by a representative number of cases 
can be determined, a fee is established by multiplying 
this average number of hours by the computed rate per 
hour. Where the service to be performed is of less fre- 
quent occurrence and insufficient data is available to 
provide valid averages, the physician estimates the time 
that will be consumed. With increasing experience, 
these estimations will become more and more accurate. 


Feast or Famine 


The hourly rate approach would produce fees which, 
if broken down to a per visit figure, would differ radi- 
cally from those now being charged by most general 
practitioners. This may prove simply that the whole 
fee structure in use in general practice is archaic, un- 
realistic and demanding of ruthless revision. 

We are accustomed to hearing general practitioners 
say, “My charges were way down last month. I did 
very little surgery.”” However, these doctors were busy 
every day. This means that the typical general prac- 
titioner subsists on ridiculously low fees for medical 
procedures and unwarranted fees for “dramatic” sur- 


gical procedures. At the upper end of the scale, he 
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closely competes with the fees of specialists in several 
fields. At the other end, he offers service in the field of 
other specialists, (e.g., the internist or pediatrician) at 
fees that are flagrantly cut-rate. Not only is this incon- 
sistent but it is foolhardy. As a direct result, the doctor 
overworks himself on services that offer subnormal fi- 
nancial return and retrieves himself through the occa- 
sional surgical windfall. 

Again, if our general practitioner wants to do sur- 
gery (as a vocational bent rather than a means of surviv- 
al), he defeats his own purpose. His low-priced office- 
visit type of practice puts office hours at a premium 
and precludes devotion of the time and attention neces- 
sary to show patients why a complete work-up (under- 
taken remuneratively) is needed. It is only through 
doing enough work-ups that a physician can hope to 
detect the percentage of surgery that is needed by his 
patients, unknown to them or him. 

There are two other questions which arise from the 
prevailing situation: Would the occasional operator be 
as keen about doing surgery if he could make a reason= 
able living without the need for surgery to boost in- 
come? Is it not possible that general practitioners, for 
subconscious, personal and financial motives, under- 
take surgical procedures which would more properly 
be turned over to a specialist? The physician has the 
responsibility to prescribe and direct what is best for 
his patient. But what is best is largely a matter of indi- 
vidual opinion, and opinion can only too easily be 
influenced by expediency, wishful thinking and ration- 
alization. The feast or famine status must be eliminated. 

We recently asked a general practitioner what fee he 
charged for an appendectomy and how much time (in- 
cluding pre- and postoperative time) he averaged per 
case. His answer was $150 and five hours. We then 
asked him what return he would get from ten 30-minute 
“office visits” for a patient whose trouble was basically 
psychosomatic. The answer was $40. On the basis of 
his “necessary gross,” each of these courses consuming 
equal time should have been charged at $100. 

But how could he charge Mrs. Jones $100 for five 
hours largely devoted to talk? He couldn’t—as long as 
he saw her on an office-visit basis, charged for each 
visit separately and subsequently rendered a cumula- 
tive bill. But suppose at the outset he had told Mrs. 
Jones that bringing her condition under control would 
call for visits over a period of five or six weeks and that 
his total fee for taking care of her during that period 
(provided unanticipated complications and unrelated 
conditions did not develop) would be $100? Mrs. Jones 
would gladly contract to pay this fee for “cure or con- 
trol,” which is what she is basically seeking, and make 
definite arrangements for its payment. 

It should be noted that when the service and the 


104 


appropriate fee are so presented, patients tend to he 
more interested in the service than in the actual extent 
of the fee and rarely if ever break down the fee to so 
much per visit. It is the emphasis placed by physicians 
on “‘fee per visit” (because it is easier to classify almost 
everything as an “office visit”) that causes patients 
seemingly to attach importance to per-visit cost. 

To overcome the office-visit habit pattern, we have 
established the use of a charge slip that requires the 
physician, verbalizing as he writes in the presence of 
the patient, to spell out the exact service rendered, or 
to be rendered, noting and stating the inclusive fee in- 
volved. In this way the patient is informed (even if only 
one visit to the office is involved) exactly what he is 
getting for the money he is being required to expend. 

The Report of the Committee on Medical Practices 
to the AMA Board of Trustees (GP, July, 1955) closed 
with the recommendation that: 

.a subcommittee of the Medical Practices Com- 
mittee be created to begin work on a relative value 
scale for the whole of the practice of medicine and 
surgery . . . calling in as consultants representatives 
of general practice and all the specialties, as well as 
using the services of such non-medical advisors as 
were needed. 

“The scale which they would produce would be in 
points, not in dollars. It would be an indication for 
both doctors and the public of the proper relation be- 
tween fees for various medical and surgical services. 
. .. As it proved its usefulness and as more and more 
people became aware of it, the economic inequities 
which foster fee splitting would probably decrease. 

**We are aware in making this recommendation that 
we may be suggesting either a rise in the over-all cost 
of medical care or a net reduction in that portion of 
the surgeon’s fee which covers his actual operating 
time. But the scale will not be a fee schedule, and the 
dollar value assigned to the points will determine 
whether the scale raises the total cost of medical care 
or (whether it) changes the fee to provide more appro- 
priate recompense for medical work.” 

The general practitioner who will take the time and 
trouble to plan medical treatment in advance, who will 
adopt the inclusive fee and rate-per-hour approaches, 
and who will accept his responsibility to present and 
get acceptance of all fees in advance of service, can 
develop his own “relative value scale,” acceptable to 
him and to his patients, and need not wait for the day 
when it will seemingly be superimposed, bringing with 
it the usual objectional features of regimentation. In 
other words, he can begin, gradually but within a 
reasonable time, to enjoy continuously a satisfactory 
plenty. After all, once famine is minimized, it isn’t 
necessary to feast every day. 
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Demonstrations of Operative Surgery. 2nd ed. By Hamilton Bailey, 
M.D. Pp. 387. Price, $6.00. The Williams e& Wilkins Co., 
Baltimore, 1954. 


Tuis is a concise, well-written and well-illustrated book on 
operative surgery. It was originally written for the benefit of 
the nursing staff, but has grown into an authoritative 
manual of great benefit to the medical student, surgical 
nursing staff, general practitioners and to all who desire 
to know step by step how an operation should be carried 
out. 

The first chapters deal with the care of instruments and 
complicated appliances so important in the training of the 
modern surgical nurse. Then follows a series of short, 
concise, accurate descriptions of practically every operation 
in all fields of surgery. These descriptions are clear and 
very well illustrated, bringing out each step and the reasons 
for precautions. These chapters will be of help to any ex- 
perienced surgeon, to refresh his memory on some un- 
usual procedure. 

The volume is extremely well illustrated throughout, 
adding greatly to the value and clarity of each article. 

Nurses, interns, residents and surgeons in general, will 
derive much help from this short authoritative volume on 
operative surgery. —WU. R. Bryne, M.D. 


Differential Diagnosis of Internal Diseases. 2nd ed. By Julius Bauer, 
M.D. Pp. 987. Price, $15.00. Grune & Stratton, Inc., New 
‘ork, 1955. 


THE CAPTION on the front cover of Dr. Bauer’s book ad- 
mirably describes its contents. It is a “clinical analysis and 
synthesis of symptoms and signs on a pathophysiologic 
basis.” The major headings are symptoms. The discussions 
then deal with mechanisms of production of these symp- 
toms, followed by clinical conditions in which they arise. 
It can be seen that such a book would of necessity be filled 
with voluminous detail so that it is essentially a reference 
work. However, it is interestingly presented and is useful 
when one is confronted with puzzling symptoms which 
one is at a loss to explain. If it does not make the diagnosis, 
it will orient and direct your thinking. 

There are thousands of interesting things included which 
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the reader may have long known. Most of us would con- 
sider that pain is the most common symptom. Fewer of us 
have stopped to think that the next most frequent ones 
are all symptoms of a general nature, such as fatigue, 
malaise, feelings of heat, cold, weakness, etc. What a 
familiar consultation room ring these words have! 
—Kerrn HaMMonD, M.D. 


Blood Groups in Man. 2nd ed. By R. R. Race, Ph.D. and Ruth 
Sanger, Ph.D. Pp. 400. Price, $7.50. Charles C Thomas, 
Springfield, Ill., 1954. 

Wuen the first edition of this book appeared in 1950, it 

was rightly received as an authority non-pareil. Since that 

time there has been an expansion in our knowledge of the 

blood groups known then, and the demonstration of a 

heretofore unrecognized group system. These advances are 

thoroughly covered. Other specific antigens, e.g., familial, 
public and Japanese are also discussed. 
The book is well written, eminently authoritative, and 
well laid out. 
It will be of great value to geneticist, hematologist, 
investigator and blood bank director. 
—Robert J. Giston, M.D. 


Treatment in Psychiatry. 3rd ed. By Oskar Diethelm, M.D. Pp. 
545. Price, $9.50. Charles C Thomas, Springfield, Ill., 1955. 


Tuts is the third edition of a textbook on psychiatric treat- 
ment brought up to date. The book presents a clear de- 
scription of present-day methods of treating the major 
mental illnesses. More important, however, is the attention 
given to personality reactions of patients to everyday life 
and their reactions to physical illnesses and handicaps. 
The first one-third of the book is devoted to general princi- 
ples and methods of treatment, and the remainder of the 
volume deals with treatment of specific entities such as 
psychoneurosis, sexual maladjustments, drug addiction, 
alcoholism, epilepsy, disorders with cerebral damage, 
delirious and toxic reactions, depressions, excitements, etc. 

A brief review of the psychopathology involved is of- 
fered at the beginning of some chapters. The reviews are 
brief enough to spare the reader the involved, detailed 
language of most psychiatric texts and concise enough 
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to keep clearly in mind what is being discussed. There are 
many case reports, the counterparts of which every physi- 
cian sees in his own practice. The management of these 
cases is carefully outlined. 

The book is easy to read, even though it includes de- 
tailed descriptions of psychiatric treatment. Unlike many 
books dealing with psychiatry, the reader of this volume 
does not have to wade through a maze of startling psy- 
chiatric lingo to catch a glimpse of what the author is 
trying to say. The book has a good index. 

Of special interest to general practitioners is chapter 20, 
entitled “Problems in General Practice.” The author 
obviously appreciates the need of the family doctor in the 
treatment of many psychiatric problems. It is equally ob- 
vious that he knows what the general practitioner should 
attempt to treat and how it should be done. “The patient 
cannot be treated without a full understanding of the 
family setting,” is a quotation from this chapter and con- 
veys the author’s interest in the family physician as an 
important weapon in the battle against psychiatric illnesses. 
Two other quotations from chapter 20 tell how valuable 
this book can be to the general physician. ‘The physician, 
surgeon, general practitioner must learn to recognize and 
treat every patient’s emotional factors which influence 
physiologic functions.” ‘Every well-trained physician 
should be able to use well planned dynamic psychotherapy 
for many psychosomatic disorders.” 


The author also emphasizes the importance of “psy 
chiatrically trained” common sense in the treatment of th: 
general practitioner’s patients. We believe this book help. 
to develop “psychiatrically trained” common sense. 

The general practitioner who reads this book will better 
understand what the consultant-psychiatrist is trying to do 
to their mutual patient and it will also help the general 
practitioner to evaluate what kind of consultant he is deal- 
ing with. 

The chapter on ‘Evaluation of Current Progress and 
Trends” brings this book right up to date with discussions 
on the use of reserpine and chlorpromazine. In this same 
chapter, however, many readers will take exception to the 
statement that “barbiturates do not seem to produce 
actual addiction.” Presenile and senile reactions are well 
discussed and timely to the general practitioner who needs 
to be increasingly aware of the geriatric phase of his prac- 
tice. 

Of special interest to any clinician who reads this book 
is the chapter on dynamic psychotherapy. This is the 
author’s own terminology for psychotherapy based upon 
the premise that impressions, effects and influences of 
past experiences vary greatly according to dynamic or 
changing life situations at any given period of a person’s 
life. There is a wealth of information and help for the 
general practitioner in his psychotherapeutic approach to 
his patients’ problems. Many patients are denied good 
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psychiatric care because the family physician does not 
understand the principles involved in dynamic psycho- 
therapy and therefore cannot explain to the patient or his 
relatives what the psychiatrist is trying to do. Such 
knowledge on the part of the family doctor should make for 
better teamwork with the psychiatrist, the patient and the 
patient’s family. 

Actually, this book takes the aura of mysticism away from 
psychiatry. It emphasizes the fact that every physician, 
and, more especially, every general physician must be a 
psychiatrist in his own right. It challenges the general 
practitioner to assume his rightful share of the treatment 
of the mentally ill, helps him to determine his limitations 
and tells him how to handle the psychiatric problems which 
he should undertake to treat. One learns a great deal from 
reading this book. It should be of even greater value as a 
practical reference volume to be kept close to the doctor’s 
desk. —Norman F. Coutter, M.p. 


Surgery of the Alimentary Tract. By Richard T. Shackelford, M.D. 
and Hammond J. Dugan, M.D. 3 vols. Pp. 2,575. Price, $60.00. 
W. B. Saunders, Philadelphia, 1955. 


ORIGINALLY PUBLISHED in 1924—written by Bickham in six 
volumes—this was a monumental work including practically 
every operative procedure the world over. A revision of 
Bickham’s system of surgery was started by Callander in 
1938. He died in 1947 with the revision unfinished. 


Shackelford, using Callander’s notes, began in 1949 a 
revision of the Digestive System originally planned to be 
published one year later in two volumes. Now in 1955, six 
years of work later, the Bickham, Callander. Shackelford, 
Surgery of the Alimentary Tract, in three volumes, appears. 

The great concept of this work and its basic outline are 
Bickham’s. Many improvements and additions are Callan- 
der’s; but all of the writing and the evaluations are 
Shackelford’s. 

Shackelford evaluates every procedure described, either 
from his vast personal experience or from authoritative 
reports in the literature. In each case he has indicated a 
procedure of choice. 

Contents include complete care of esophagus, stomach 
and duodenum, liver, gallbladder and extrahepatic biliary 
ducts, pancreas, spleen, small intestine, peritoneum, omenta 
and mesentery, colon, anorectal tract, excisions of the 
rectum, hernia of the gastrointestinal tract and incisions. 

Operative technique in explicit detail is given for nearly 
600 procedures in 150 disorders of the alimentary tract. 
The book has 2,800 illustrations which portray technique in 
a simple and direct way. Every known procedure in the field 
is described and evaluated and an operation of choice is 
always indicated. Advantages and disadvantages of alternate 
procedures:are specifically pointed out. 

There is thorough discussion of history, physical ex- 
amination, essential pathology, pitfalls, danger points, 
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medical care correlated to surgical care, anesthesia, pre- 
operative and postoperative care. It is without doubt the 
most complete and authoritative publication ever offered 


on surgery of the alimentary tract. 


Every surgeon and every medical and hospital library 
should have this monumental publication for reference in 
this field. It is useful but not imperative in the library of 
the general practitioner. —U. R. Bryner, M.D. 


New and Nonofficial Remedies, 1955. By the Council on Pharmacy 
and Chemistry, AMA. Pp. 653. Price, $3.35. J. B. Lippincott 


Co., Philadelphia, 1955. 


Tue 1955 New and Nonofficial Remedies maintains the 
usual high standards of this annual AMA publication. 

As most physicians know, this book consists mainly of 
general statements and monographs describing various 
drugs. As a standard reference, it belongs in all hospital 
and medical school libraries. —Hucu H. Hussey, m.p. 


Cardiac Emergencies and Heart Failure. 2nd ed. By Arthur M. 
Master, M.D., Marvin Moser, M.D. and Harry L. Jaffe, M.D. 
Pp. 203. Price, $3.75. Lea e> Febiger, Philadelphia, 1955. 


THis IS A SHORT BOOK on prevention and treatment, with 
prevention stressed. The physician will find the treatment 


indicated in short and concise form. 


Prompt diagnosis of cardiac emergencies is highly de- 
sirable, and a study of this book will enable the physician 


to make such diagnosis. This second edition of the work 
includes advances made during the past few years in treat - 
ing acute cardiac conditions. Many chapters have bee, 
enlarged from the first edition, giving additional and newe: 
information on congestive failure, acute coronary disease. 
rheumatic heart disease, hypertensive conditions ani 
arrhythmias. 

As a quick reference to these cardiac emergencies, this 
book is valuable to all physicians, particularly to genera! 
practitioners. The doctor must remember, however, that 
it is not, and has not been intended as a detailed specialty 
book on heart conditions. It is limited to acute conditions 
found in everyday practice and requiring rapid attention 
in order that the patient may have later medical treatment. 

—D. M. m.p. 


The Distribution of the Human Blood Groups. By A. E. Mourant, 
M.D. Pp. 438. Price, $8.75. Charles C Thomas, Spring field, 
Ill., 1954. 


In THIS voLuME, Dr. Mourant presents the extant data on 
the human distribution of the nine major blood group 
systems recognized today. These are presented genetically 
and regionally, so as to have special applicability to the 
problems of anthropologic classification. To this presenta- 
tion are appended numerous maps, tables and indices. 
The bibliography is extensive, the text quite readable, and 
the printing especially well done. 
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The usefulness of this scholarly work is restricted in 
scope, and few other than immunohematologists and 
anthropologists will be numbered among its readers. 
—Rosert J. Guston, M.D. 


Surgical Treatment of Cancer of the Cervix. Edited by Joe V. Meigs, 
M.D. Pp. 462. Grune ¢ Stratton, New York, 1954. 


THIs worK, received a number of weeks ago, was held up 
for review until I heard Dr. Meigs speak at the California 
Chapter’s Scientific Assembly. His address, on cancer of 
the uterus, was as informative as this monograph. 

Surgery for cancer of the cervix came into virtual disre- 
pute with the advent of radium, and, for a number of years, 
was rarely attempted. There were several reasons why ex- 
tirpation, logically the correct treatment, was dropped in 
favor of irradiation. Blood transfusions were rare, not uni- 
formly successful, and the patients were those who might 
need blood, even before a type of surgery itself demanding 
blood. Antibiotics and sulfa drugs were unknown. Blood 
chemistry, now important to all surgery, was only sketchily 
understood. Even the fine details of pelvic anatomy were 
familiar to few. 

Wertheim and others had done excellent work on the 
radical operation, but little attention was given to it for 
years. With radium and roentgen therapy, unsatisfactory 
as they were, surgery presented more problems. The 
calamities resulting from irradiation were considered a 


lesser evil than were those from extensive pelvic surgery. 

But many advances have been made in surgical tech- 
niques, anesthesia, blood transfusions, chemotherapy, etc. 
Besides, new studies have shown certain cervical cancers to 
be radio-resistant, providing a category subject to far better 
results from surgery. 

Dr. Meigs makes a very strong case for reconsidering 
surgery as the correct approach in a large number of cervi- 
cal cancers. And he has statistics—his own and others’—to 
bear him out. - 

His work, the product of a most imposing list of contrib- 
utors, deals first with the problem of cervical cancer, with 
some helpful historical material. It next considers, in the 
minutest detail, the intricate pelvic anatomy. It is strikingly 
evident that one who attempts to attack cervical cancer 
surgically must be a meticulous anatomist—far more so 
than the average gynecologist. 

Individual chapters deal with blood vessels, lymph 
nodes and channels, the sympathetic and parasympathetic 
nerves of the ureters and of the bladder. The diagrams, 
the cross sections in many planes, would do credit to 
an anatomical text. 

The remainder of the book represents a painstaking 
description of the various surgical techniques indicated in 
the several stages and degrees of carcinoma. Step-by-step 
development of the operations is competently illustrated. 
The text has commendable clarity for such involved proce- 
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dures. The frequent complications of pelvic cancer also are 
considered. 

This treatise is, in my estimation, the most authoritative 
work on the subject. Study of it will leave you with several 
distinct impressions: (1) Surgery offers a bright new hope 
in cervical cancer. (2) The surgeon in this field must be- 
come an anatomist, far transcending the requirements of a 
freshman medical student if he is ever to attempt this most 
complicated surgery. (3) Surgery, if it is to succeed, must 
be so extensive and painstaking that it will truly deserve 
the name capital. This is not for the do-it-yourself fans. 

The conscientious general practitioner-surgeon will prof- 
it from study of Meigs’ work. Following the intricacies of 
the described procedures, he will repeatedly be reminded 
that these are jobs for the true expert. He will see to it that 
his patient with cervical carcinoma receives her surgery 
from such an expert. —Francis T. Hopces, M.D. 


Human Pathology. 8th ed. By Howard T. Karsner, M.D. Pp. 960. 
Price, $15.00. J. B. Lippincott Co., Philadelphia, 1955. 


MANY NEW DISCOVERIES in the past six years in the fields of 
both clinical and preclinical sciences have altered and par- 
ticularized our concepts of disease processes. The magni- 
tude of this change can readily be assayed by comparison of 
this eighth edition of Karsner’s Pathology with the last of 
six years ago. Fspecial reference might be made to the ad- 
vent of the adrenocorticotropic hormones, the newer knowl- 


edge of hyaluronidase effect on the structure of collage: , 
our new look at viral diseases of the liver. 

These few examples are chosen from the many new con - 
cepts and discoveries in the book because they illustrate s» 
clearly the correlation between recent advances in clinical 
medicine and pathology. Pathology is likewise correlated 
with other fields of medicine; the main topic is introduced 
by a brief discussion of clinical findings, or bacteriologic, 
physiologic or biochemical data wherever they are applica- 
ble. The format, on the other hand, is unchanged from pre- 
vious editions. Organization of each chapter simplifies com- 
prehension, review or reference; subtopics are under each 
chapter title; further subdivisions are indicated in black- 
face in the paragraph leads. The volume is divided into two 
parts—Part I on general pathology and Part II on special 
pathology (by organs and systems). There is, however, little 
duplication of material in the two sections; to protect the 
reader against missing a point, frequent allusions are made 
to other chapters where more information is available. 

The readability of the text was a surprise and delight to 
this reviewer who had had only casual contact heretofore 
with Karsner’s Pathology. Dr. Karsner’s style is lucid and 
simple to follow. Webb Haymaker has contributed an excel- 
lent (new) chapter on neuropathology, Orbison and Keyes 
the one on the eye, and Herbert Lund one on the skin. The 
numerous clear illustrations (including 14 color plates) 
have been selected from a variety of sources. Many are 
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drawn from that vast storehouse of material, the Armed 
Forces Institute of Pathology. 

; One cannot attend a hospital staff meeting, or hardly pick 
| up a journal, without getting small booster doses of pa- 
i thology. But boosters are effective only for about five years 


after the priming dose in medical school, and the text there 
employed also loses its potency in about the same time. Yet 
the alert practitioner needs pathology, if not at his finger- 
tips, at least within easy reach. I cannot recommend Human 
Pathology by Karsner too highly for that ‘“‘easy”’ reach—all 
the reference material the general practitioner needs is 
there, it is accessible, and the style will encourage him to 
read beyond the immediate requirements of his question. 
—Daniet M. Rocers, M.D. 


Also Received 


Although GP endeavors to publish as many reviews of 
books as possible, space will not permit the review of all 
books received from publishers. 


Anesthesia in Ophthalmology. By Walter S. Atkinson, M.D. Pp. 
: 101. Price, $3.25. Charles C Thomas, Spring field, Ill., 1955. 


Dextran. By John R. Squire, M.D. Pp. 91. Charles C Thomas, 
Springfield, Ill., 1955. 


A Short History of Medicine. By Erwin H. Ackerknecht, M.D. Pp. 
258. Price, $4.50. The Ronald Press, New York City, 1955. 


The Josiah Macy, Jr., Foundation, 1930-1955. A review of activities. 
Pp. 174. The Josiah Macy, Jr., Foundation, New York City, 
1955. 


Old Age in the Modern World. Report of the International Associa- 
tion of Gerontology, London, 1954. Pp. 647. E. & S, Living- 
stone, Ltd., Edinburgh. 


Ancient Therapeutic Arts. By William Brockband, M.D. Pp. 162. 
Price, $5.00. Charles C Thomas, Springfield, Iil., 1955. 


The Care of Your Skin. By Herbert Lawrence, M.D. Pp. 95. Price, 
$2.50. Little, Brown ¢ Co., Boston, 1955. 


Moto-Kinesthetic Speech Training. By Edna Hill Young and Sara 
Stinchfield Hawk. Pp. 176. Price, $5.00. Stanford University 
Press, Stanford, Calif., 1955. 


The Plasma Proteins in Pregnancy. By Harold C. Mack, M.D. Pp. 
118. Price, $3.75. Charles C Thomas, Springfield, Ill., 1955. 


Teaching Physiology and Anatomy in Nursing. Signposts for Science 
Teachers. 7th ed. By Hessel H. Flitter and Harold R. Rowe. Pp. 
56, Price $2.00. J. B. Lippincott Co., Philadelphia, 1955. 


A Dictionary of Terms in Pharmacogonosy. By George M. Hocking, 
Pa.D. Pp. 284. Price, $9.75. Charles C Thomas, Springfield, 
1955. 


Identification of Pathogenic Fungi Simplified. By Elizabeth 
L. Hazen, Ph.D. and Frank Curtis Reed. Pp. 108. Price, $5.50. 
Charles C Thomas, Spring field, Ill., 1955. 
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AN ACADEMY OFFICER'S PROFILE... 


Fred H. Simonton, M.D. 


Georgia’s Favorite Son, an AAGP Director 


THE IMPRESSIVE medical record of Dr. Fred Huie Simon- 
ton of Chickamauga, Georgia has earned for him, 
among other honors, a directorship in the American 
Academy of General Practice and an appointment to 
the Georgia State Board of Health. 

This native Georgian was elected to the AAGP 
Board of Directors at the 1954 Assembly in Cleveland. 
He has attended every Assembly since the Academy’s 
founding and has been seated at each of the annual 
sessions of the Congress of Delegates. 

Dr. Simonton has served his state well. A recom- 
mendation of the Seventh District Medical Society 
prompted Governor Herman Talmadge to appoint him 
to a six-year term on the Georgia State Board of Health 
in 1951, 


The year 1951 was marked also by the awarding of — 


the contract for the construction of Dr. Simonton’s pet 
project—the $1,300,000 Tri County Hospital at Fort 
Oglethorpe. He expended much energy in behalf of 
the hospital and served as chairman of the Building 
Committee. This year he is the hospital’s chief of staff. 

Dr. Simonton’s pride in the new hospital is in- 
creased by the fact that it will be the first in the Peach 
State to have a unit for the chronically ill. The hospital 
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will be doubled in size through enactment of the Eisen - 
hower Administration’s Chronic Illness Program 
which provides for 50 per cent of the needed funds 
This amount will be matched by the state. 

Dr. Simonton was born August 23, 1905 in Hear«! 
County, the son of Condie T. and Lilla (Moore) Simon- 
ton. He attended school at the University of Georgia 
and received his M.D. in 1929 from the Medical Col- 
lege of Georgia. He interned for one year at Macon 
Hospital, Macon, Ga. and the following year took a 
residency in medicine. From 1931-33 he served as 
U.S. Public Health Service district health officer for 
Walker, Dade and Catoosa counties. 

He left this position in 1933 to enter private general 
practice in Chickamauga which has continued to be his 
home. From 1929—40 he was also a reserve officer in the 
Medical Corps. 

On April 30, 1932 Dr. Simonton married the former 
Miss Valentine Blackwell. They have two children— 
Fred Huie, Jr. and Sylvia Malone Simonton Bohanan. 

Dr. Simonton, a member of the Academy’s Commis- 
sion on Membership and Credentials, was also a mem- 
ber of the Mead Johnson Scholarship Committee in 
1954. In his own chapter, he is a member of the Geor- 
gia board of directors and is also a board member of 
the Chattanooga (Tennessee) Area of General Practi- 
tioners. 

He is a member of the American Medical Associa- 
tion, Southern Medical Association, Association of 
American Physicians and Surgeons, serving as a Geor- 
gia delegate in 1950 and 1951; a member and past 
president of the Walker, Dade and Catoosa Counties 
Medical Society, a member and past president of the 
Seventh District Medical Society and a member and 
former vice president of the Medical Association of 
Georgia. He is also chairman of the state medical’s 
scientific program committee for the annual meeting in 
May. Dr. Simonton, certainly no procrastinator, re- 
ports that the program is already planned and ready 
for presentation. 

Dr. Simonton is a member of Elizabeth Lee Metho- 
dist Church and a member of its board. 

Civicwise, he is a joiner. His affiliations include the 
Chickamauga Civic Club, LaFayette (Georgia) Lions 
Club where he is a charter member; Fairyland Club, 
Lookout Mountain, Tenn. ; City Farmers Club of Chat- 
tanooga, the Chattanooga Saddle and Cattle Club; 
Crawfish Springs Lodge #300, F & AM; the Georgia 
Aberdeen Angus Breeders Association and the Ameri- 
can Aberdeen Angus Breeders Association. 

The latter affiliations are a clue to his hobby—farm- 
ing. On his two farms he has produced a registered 
herd and a grade herd of Aberdeen Angus, to say noth- 
ing of 5,000 hens who lay some 3,500 eggs a day. 
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All-Day Scientific Program Gets Under Way on Tuesday 


Four Key Subjects on Morning Session; 
Entire Afternoon To Be Devoted to Cardiology 


Tuespay, March 20, will be a busy day on the program 
of the Eighth Annual Scientific Assembly. The morning 
will be devoted to “wrapping up” four individual sub- 
jects thathaven’t been covered in detail in recent years. 
The afternoon will be all cardiology. The entire day 
will be practical, down-to-earth medicine that can be 
put to use in active practice. 

The morning session will open with another in the 
series, “Use of the Laboratory,” which has been pre- 
sented at recent Assemblies. This one will cover labor- 
atory procedures in the diagnosis of fevers. It will be 
presented by Dr. Ivan L. Bennett, Jr., associate profes- 
sor of medicine and chief of the Department of Biology 
and Oncology at Johns Hopkins. No graybeard, Dr. 
Bennett has seen teaching service at Duke, Emory (his 
alma mater), and Yale in the nine years since his gradu- 
ation, has built up a most 
impressive list of contri- 
butions to the literature, 
and is already recognized 
as one of the country’s 
youngest authorities in the 
field of biologic and bac- 
teriologic research. 

Fever, Dr. Bennett 
points out, is not a dis- 
ease, but a manifestation 
of a wide variety of dis- 
eases. Consequently a 
careful history, a thorough 
physical and meticulous 
observation of the pa- 


Ivan Bennett, M.D. 
... who diagnoses laboratory 
wits helpful in fevers 
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tient’s course are essential, if one is to select the appro- 
priate laboratory procedures that will confirm or deny 
one’s “educated guesses.” With the added warning 
that all fever is not infection, he will discuss a number 
of such tests, with emphasis on the pitfalls in interpreta- 
tion associated with each. Included procedures will be : 
total and differential leukocyte count; urinalysis, diag- 
nostic skin tests; spinal, blood and bone marrow cul- 
tures; agglutinations, complement fixations; and vari- 
ous serologic tests. 


Therapies for External Eye Disease 


The 9:30 topic is “Therapy of External Ocular Dis- 
eases,” under the guidance of Irving H. Leopold, 
M.D. Dr. Leopold is director of research at noted Wills 
Eye Hospital. This year he became head of the Depart- 
ment of Ophthalmology, of the Graduate School of 
Medicine at the University of Pennsylvania—the cul- 
mination of 15 years on the faculty of that institution. 
He has done extensive research on the autonomic drugs, 
the antibiotics, the enzymes and their oppositional rela- 
tives, the antienzymes. His extensive writings, including 
contributions to textbooks, have dealt with pharmaco- 
logic, physiologic and clinical aspects of ophthalmology. 

Dr. Leopold proposes to review such commonly en- 
countered external diseases of the eye as infections of 
lids and conjunctiva, cornea, lacrymal apparatus, sclera 
and ocular adnexa, as well as dysfunctions and dystro- 
phies of these structures. Included in the review will be 
suggested therapies of these conditions with antibiotics, 
astringents, hormones, steroids, enzymes, and auto- 
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nomic agents, as well as physical therapy. Dr. Leopold 
will give assurance of the dramatic response obtainable 
by proper application of these therapeutic agents— 
pointing out the potential undesirable side actions that 
can be avoided by a knowledge of proper dosage, 


method of application and criteria for selection. 


Management of Wounds 


The third individual subject on the Tuesday morning 
schedule is a discussion of “Primary Wound Repair,” to 
be presented by one of the country’s top authorities, 
Neal Owens, M.D., head of the Owens Clinic for Plastic 
_and Reconstructive Surgery, in New Orleans. Dr. 
Owens is also professor of clinical (plastic) surgery at 
Tulane and heads the Department of Plastic Surgery at 
New Orleans Eye, Ear, Nose and Throat Hospital. 

He has studied under such masters of his trade as 
Joseph Colt Bloodgood, J. Staige Davis, and Sir Harold 
Gillis of London. He is a past president of both the 
American Society of Plastic and Reconstructive Sur- 
gery, and the American Association of Plastic Surgeons. 
Dr. Owens will help every physician who would like to 
improve his understanding of traumatic repair. 

The discussion of wound repair will cover the funda- 
mentals of proper management of all wounds, with 
considerable detail on their physiology. It will stress 
the importance of seeing wounds early—in the con- 
taminated, not infected, 
state. The speaker will re- 
view the procedures in 
cleansing, debridement, 
the use of antibiotics, and 
proper closure. The latter 
point will feature valu- 
able suggestions on the 
materials used in closure 
and various types of dress- 
ings to use. Dr. Owens 
frequently finds immedi- 
ate and prolonged post- 
operative care of wounds 
slighted which affects the 


final cosmetic result. 


Neal Owens, M.D. 
... who brings new ideas on 
primary wound repair 


Anomalies of the Neck 


The final morning lecture will be devoted to an inter- 
esting and unique consideration of “Tumors and Swell- 
ings of the Neck.” The speaker, Grant E. Ward, M.D., 
is associate professor of surgery at Johns Hopkins. Dr. 
Wards’ qualifications in this subject are attested by his 
co-authorship of the textbook: Tumors of the Head and 


-Veck and by his experience as former director of the 
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Tumor Clinic at the Uni- 
versity of Maryland Hos- 
pital. He also co-authored 
the text, Electrosurgery, a 
technique to which he has 
given extensive study. Dr. 
Ward is a former presi- 
dent and is currently 
chairman of the board of 
the Maryland Division of 
the American Cancer 
Society. 

The doctor who remem- 
bers his freshman dissec- 
section lab will probably 
recall what a headache 
the neck presented. It has undoubtedly given many 
more headaches in the years since. Its large number 
of structures, its many congenital anomalies and vesti- 
gial rests, can be sources of tumors and cysts at any age. 

Dr. Ward also points out that the many lymph nodes, 
receiving drainage from above and below, are the seat of 
frequent metastic malignancies. Recognizing the prob- 
lem of picking these metastic lesions from primary ones 
and from the simpler inflammatory processes, he pro- 
poses to review the differential diagnoses and therapies 
of the most important of these pathologic entities. Pit- 
falls of diagnosis—particularly the danger of mistaking 
metastic disease for lymphadenitis, as well as the man- 
datory search for a primary focus and an equally man- 
datory biopsy in every suspect case, will be emphasized. 


Grant E. Ward, M.D. 
... who is authoritative on 
neck tumors and swellings 


Important Facets of Heart Disease 


The entire afternoon on Tuesday will be concen- 
trated on some important facets of cardiology. The first 
90 minutes of the session should keep every physician 
glued to his seat. Its challenging subject is “‘Curable 
Heart Disease” and it will be conducted as a live clinic, 
with patients and staff members from nearby George- 
town University. 

Moderator and general master of ceremonies for this 
clinic will be Dr. W. Proctor Harvey, who is director of 
the Heart Station at the University Medical Center and 
assistant professor of medicine in the School of Medi- 
cine. He is also consultant in cardiology at Walter Reed 
Army Hospital, Bethesda Naval Hospital and the Na- 
tional Heart Institute. 

He is co-author of the textbook, Clinical Auscultation 
of the Heart, with Dr. Samuel A. Levine, under whom he 
did extensive work in cardiology as a Fellow in medicine 
at Harvard Medical School. Dr. Harvey promises a 
revealing hour and a half. His reputation and the out- 
standing work he has been doing at Georgetown give 


115 


4 


CHOOSE FROM 


ALL 1955 TITLES! 


Books 


Do your Christmas shopping now—by mail. Make your selections for friends and colleagues 
from this list of 1955 releases. Use the coupon at the bottom of this page to order. We will 
forward your gifts to your friends in time for Christmas, together with appropriate greeting card. 


Barber EMBRYOLOGY OF THE HUMAN EYE—Pre- 
sents in brief, simple form the phases of human embryology 
that are of particular interest to students of ophthalmology 
and practicing ophthalmologists. By ALETA BARBER. 236 
pages, 193 illustrations. PRICE, $8.75. 


Bateman THE SHOULDER AND ENVIRONS. This book 
was written so that any Doctor anywhere faced with any 
problem on the shoulder might solve it and treat it success- 
fully. Includes everything from Embryology to Assessment 
of Disability as applied to the shoulder area. By JAMES E. 
BATEMAN. 565 pages, 376 illustrations. PRICE, $16.25. 
Cleckley THE MASK OF SANITY—Covers case histories 
which clarify many issues about the so-called psychopathic 
personality. Notonly does this work tell WHAT IS WRONG; 
HOW SUCH A CHANGE OCCURRED; but explains 
WHAT CAN BE DONE ABOUT IT. By HERVEY 
CLECKLEY. 3rd Ed. 396 pages. PRICE, $9.50. 
Givner-Bruger PREVENTION OF DISEASE IN EVERY- 
DAY PRACTICE. No one person can know all there is to 
know in the whole field of medicine. He should know, how- 
ever, how to prevent disease in every system. He should also 
not produce disease elsewhere. This book offers a postgrad- 
uate course in medicine. By ISADORE GIVNER and 
MAURICE BRUGER. 964 pages, 50 illustrations. PRICE, 
$20.00. 

Haukoh!-Anderson PATHOLOGY SEMINARS—The 
pathology seminars contained in this volume cover: Three 
Tumor Seminars; An Introduction to Pathology of the Skin; 
Tumors of the Nose and Throat. Edited by ROBERT S. 
HAUKOHL and W. A. D. ANDERSON. 192 pages, 131 
illustrations. PRICE, $10.00. 

Moseley TEXTBOOK OF SURGERY—Complete integra- 
tion of all of the material on surgery presented in this volume 
was achieved by the 28 collaborators. It is a book that covers 
clinical background and “reasons why” in addition to tech- 
nique. Edited by H. F. MOSELEY. 2nd Ed. 1136 pages, 571 
illustrations, 79 color plates. PRICE, $16.50. 


Titus-Willson MANAGEMENT OF OBSTETRIC DiF- 
FICULTIES—There is no assurance whatever at any stage 
of pregnancy, labor or delivery that normal conditions will 
prevail in your patient. Complications, emergencies may 
arise at any time. Then it is comforting to have this practical 
guide. By PAUL TITUS. Revised by J. ROBERT WILL- 
SON. 5th Ed. 737 pages, 348 illustrations. PRICE, $12.50. 


Top COMMUNICABLE DISEASES—This book is in- 
tended for all persons whose professional duties necessitate 
contact with certain communicable diseases and manifesta- 
tions. By FRANKLIN H. TOP. 3rd Ed. 1208 Pages, 109 
illustrations, 15 color plates. PRICE, $18.50. 


Wiener SYSTEMIC ASSOCIATIONS AND TREAT- 
MENT OF SKIN DISEASES—This book is concerned 
with the systemic phenomena associated with skin diseases. 
The systemic relations of all skin diseases of importance are 
fully discussed. By KURT WIENER. 556 pages, go illustra- 
tions. PRICE, $17.00. 

Wilder ATLAS OF GENERAL SURGERY— Written with 
the objective of emphasizing selected techniques as per- 
formed within the confines of the operating room. The tech- 
niques, difficulties, and possible complications are explained. 
By JOSEPH R. WILDER. 225 pages (814"x11"). 101 
plates. PRICE, $13.50. 

Weinmann-Sicher BONE AND BONES—This is a joint 
clinical-pathological-anatomical approach to bone, a tissue 
and an organ. The integration of the subjects enables the 
reader to understand and coordinate the fundamentals of 
growth and development and pathology of bones. By 
JOSEPH P. WEINMANN and HARRY SICHER. 2nd 
Ed. 535 pages, 302 illustrations. PRICE, $13.75. 

Regan DOCTOR AND PATIENT AND THE LAW— 
To escape legal liability and penalty the physician must have 
some knowledge of statutes and court decisions which are 
related to the several aspects of medical practice. This the 
physician gets in this book. By LOUIS J. REGAN. 3rd Edi- 
tion. 700 pages. PRICE, $12.50. 


THE C. V. MOSBY COMPANY, 3207 Washington Bivd., St. Louis 3, Missouri. 
Gentlemen: Send the following book(s) to the address below 
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(Attached is my check me. 


promise that every family 
physician will carry home 
some encouraging new 
concepts of the curability 
of cardiac disorders. 

Dr. Harvey advises that 
15 to 20 actual patients 
will be shown briefly and 
pertinent points in diag- 
nosisand treatment of each 
will be stressed. Emphasis 
will be put on the im- 
portance of watching for 
the type of cases that will 
be represented in this 
clinic, as such cases offer 
the greatest possibility of benefit. 

The live clinic will be supplemented with x-rays, 
ECG’s and operative procedures. The entire presen- 
tation will be handled by a team experienced in hand- 
ling such conferences during Medical Grand Rounds at 
Georgetown. The synchronized functioning of this 
team will be as interesting as the vast amount of valuable 
case material which will be presented. 

This critical reanalysis of established concepts will 
be continued after the mid-afternoon recess, when Dr. 
Fredrick J. Stare will present the question: ‘‘Athero- 
sclerosis—Is It Reversible?” Dr. Stare is professor of 
nutrition and chairman of the department in Harvard 
University School of Public Health. He is also senior as- 
sociate in medicine at Peter Bent Brigham Hospital and 
was consultant in nutrition to the Secretary of War and 
the Public Health Service. Dr. Stare’s background of 
training is geographically wide, ranging from the Uni- 
versity of Chicago (his alma mater) and Washington 
University in St. Louis, to Cambridge (England), Sze- 
gard (Hungary), and Zurich (Switzerland). He is editor 
of erudite Nutrition Reviews. Dr. Stare points out that 
the speech title assigned to 
him is not completely re- 
alistic, since atherosclero- 
tic lesions are evident 
only at post-mortem and 
opinions as to their re- 
versibility must be some- 
what inferential. However, 
there is a general clinical 
opinion, based on some 
soundly conceived experi- 
mental work, that athero- 
sclerosis is more prevalent 
in individuals with ele- 
vated serum lipids, par- 
ticularly cholesterol. 


W. Proctor Harvey, M.D. 
... who quarterbacks 
a team on curable heart disease 


Fred Stare, M.D. 
. who presents a question 
on atherosclerosis 
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On the assumption that there is such a relationship, 
Dr. Stare proposes to review some recent studies, both 
in his own department and in cooperation with research 
teams in Guatemala and Nigeria, on rural populations 
with traditionally low fat diets. He will conclude with 
the laudable hope that such experimental, clinical and 
epidiemealogic studies in nutrition “will in the not-too- 
distant future yield a ‘breakthrough’ on this main cause 
of death among adult males in America.” 


Cardiac Emergencies 


The Tuesday afternoon program will close with a 
discussion of “Cardiac Emergencies” by Dr. Eugene A. 
Stead, Jr. Dr. Stead is chairman of the department of 
Medicine and Florence McAlister Professor of Medicine 
at Duke—a position he has held since 1947. After an 
extensive period of graduate training and teaching at 
Cincinnati and Boston, he went to Emory University 
(exactly ten years after receiving his medical degree 
there) as professor of medicine. He was dean of the 
medical school there at the time he accepted his pres- 
ent post. His hospital service in the role of physician- 
in-chief has included Peter Bent Brigham, Boston; 
Grady Hospital, Atlanta and Duke Hospital. 

He lists membership in the American Society for 
Clinical Investigation, the American Clinical and Cli- 
matological Association, the American Federation for 
Clinical Research, and the Society of Experimental 
Biology and Medicine as well as the American College 
of Physicians, the Association of American Physicians 
and the American Heart Association. 

Dr. Stead proposes to review some “things that look 
like cardiac emergencies and are not,” such as: spon- 
taneous esophageal rupture; mediastinal empysema 
and pneumothorax; pulmonary embolus; slow pulse 
with fainting; and acute anxiety attacks. In each in- 
stance he will enumerate signs by which their iden- 
tity as false emergencies 
may be determined. This 
will be followed, as a logi- 
cal sequence, by a discus- 
sion of some of the true 
cardiac emergencies: par- 
oxysmal auricular tachy- 
cardia in children; acute 
left ventricular failure; 
ventricular tachycardia ; 
pericardial tamponade ; 
and cardiachypoglycemia. 
Here again, diagnostic ~ 
signs will be enumerated Begone Stead, M.D. 
and emergency and long- who clarifies “true” 
range therapy outlined. and “‘false”’ in cardiac crises 
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East 43rd Street, New York N.Y. 


Session in Washington, D.C. Finalizes 
Plans for Academy's Eighth Assembly 


Fina pLaNs for the Academy’s Eighth Annual Scientific 
Assembly, March 19-22, 1956, were made at a joint 
October 24 meeting in Washington, D.C. The meeting 
was attended by the four members of the Board of 
Directors’ Executive Committee ; members of the Com- 
mittee on Scientific Assembly; Dr. I. Phillips Froh- 
man, chairman of the Local Arrangements Committee ; 
Mrs. Frohman, chairman of Ladies’ Entertainment; 
Dr. Samuel Diener, chairman of the Subcommittee on 
Hospitality; Dr. Sherman A. Thomas, chairman of the 
Subcommittee on Scientific Exhibits; Dr. Robert R. 
Hottel, chairman of the Subcommittee on Registra- 
tion; Mac F, Cahal, the Academy’s executive secretary 
and several members of his Kansas City staff. 

Dr. Frohman presided at the pre-Assembly meeting 
and introduced his subcommittee chairmen. Each dis- 
cussed plans for the forthcoming four-day Assembly. 

Registration for delegates and alternate delegates 
only will start at 10 a.m., Saturday, March 17, at the 
Statler Hotel. General registration at the Armory, site 
of the Assembly prograra, will start at 8:30 a.M., Mon- 
day, March 19. More than 250 technical and 60 scientif- 
ic exhibits will be displayed. The program will be 
presented by 26 speakers. For complete details of the 
scientific program, see page 131. One highlight will be 
tours of the National Institutes of Health, Bethesda, 
Md. These will follow the final scientific sessions on 
Thursday, March 22. 

The Congress of Delegates will convene at 2 P.M., 
Saturday, March 17. First on the busy agenda will be 
consideration of reports of officers and committees and 
resolutions submitted to the Congress. Reference 
committee hearings will be held Saturday evening and 
Sunday morning in designated rooms. The Congress 
will reconvene at 2 P.M., Sunday, March 18. A dinner 
dance for delegates and their wives will be held Tues- 
day evening, March 20. Dr. Daryl P. Harvey, vice 
speaker of the Congress of Delegates, will preside. 

All sessions of the Congress and many social func- 
tions will be held in the Statler. Induction ceremonies 
for Dr. J. S. DeTar, the Academy’s president-elect, 
will be held Wednesday evening, March 21, in the 
Federal Room. The induction ceremonies will precede 
the president’s reception and dance in the Presidential 
Ballroom. Academy officers and their wives will be in 
the receiving line to greet the more than 3,000 guests 
honoring Dr. John R. Fowler, president of the Acad- 
emy. 

The Academy has arranged for an orchestra to pro- 
vide music for dancing. Buffet tables in the ballroom 
and the Congressional Room will feature a variety of 
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Last minule program plans are discussed by Dr. E. 1. Baumgartner 
(left), Oakland, Md., chairman of the Committee on Scientific 
Assembly, with Mr. Greer Hermetet, headquarters executive assistant 
who ts secretary to the committee. 


Husband and Wife Team Up on the Local Angles—Dr. |. Phillips Froh- 
man, Washington, D. C., who is chairman of the Local Arrange- 
ments Committee, discusses with Mrs. Frohman some social activities 
for the ladies. Mrs. Frohman is chairman of the Ladies’ Entertain- 
ment Committee. 


delicious hors d’oeuvres. Mixed drinks and cocktails 
may be purchased in either room. 

All members are invited to attend the annual State 
Officers’ Conference under the chairmanship of Dr. 
Donald Kast. The conference will be held on Monday 
evening, March 19, in the Statler. Four “round-table” 
workshops have been designed to answer questions 
posed by state officers. Following welcoming addresses 
by President Fowler and Board Chairman Malcom E. 
Phelps, the conference will move into four simultaneous 
sessions. These will be conducted by Dr. Charles 
Cooper, chairman of the Commission on Hospitals; 
Dr. D. W. McKinlay, chairman of the Commission on 
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Luncheon Session—Pre-Assembly planning in Washington cul- 
minated in a luncheon which was attended by Board directors, 
AAGP officers and members of the various committees. This picture 
shows a portion of the group. 


Education; Dr. William Sproul, chairman of the Com- 
mission on Membership and Credentials and Dr. C. W. 
Anderson, chairman of the Commission on Legislation 
and Public Policy. Dr. Harry Marchmont-Robinson. 
Chicago, Ill., is secretary of the 1956 State Officers’ 
Conference. 

Immediately following the conference, presidents, 
presidents-elect and secretaries of state chapters will 
be guests at.a buffet through the compliments of the 
Professional Men’s Insurance Agency, administrators 
of the Academy’s group disability insurance program. 

Mrs. Frohman announced a 10 a.m. Tuesday coffee 
hour and hat show which will be followed by interest- 
ing tours of the nation’s capital starting at 1 p.m. 
These will be arranged to permit the ladies to visit 
many points of interest. On Wednesday, March 21, 
the ladies will attend a luncheon and fashion show at 
the Mayflower Hotel. A special chaperoned tour for 
children will coincide with the fashion show. The tour 
will include the Federal Bureau of Investigation office, 
the Capitol building, the Washington Zoo and the 
Smithsonian Institution. 

The Board of Directors will meet Friday, March 16, 
and will hold its annual meeting at 1 p.m., Thursday, 
March 22. 
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Trends and Events in the Nation’s Capital 


Dissent on U.S. Employees’ Medical Care 


ConGress, when it resumes business in January, will 
become the arbiter in a fierce tug of war over medical 
care of more than two million federal employees who 
are spread all over the country. 

Family doctors and specialists alike are very much 
involved in the controversy, which is focused on the 
shape and details of legislation creating a system of 
contributory health insurance covering men and wom- 
en on the government’s payrolls. At stake are such im- 
portant matters as these: 

To what extent will it be practicable, from an admin- 
istrative standpoint, to give employees freedom of 
choice of physician? 

Should the government attempt to compete with 
private industry and contribute at least 50 per cent of 
the premium cost? 

In the preparation of medical fee schedules, shall 
fees for identical services be uniform, or variable, in 
keeping with local economic patterns? 

For the past six months, Civil Service Commission 
has been trying to find the answers. It has heard diver- 


gent opinions of Blue Cross-Blue Shield spokesmen, 
who support their type of operation; insurance com- 
panies engaged in health and accident policy writing, 
who champion the indemnity-type mode of coverage ; 
nonprofit group practice clinics, particularly strong in 
New York and on the West Coast, who are exerting 
strong efforts to gain a large share of the prospective 
business, and, of course. the representatives of several 
federal employee unions, who are fighting for maxi- 
mum protection at minimum cost to the worker. 

Last July, shortly before adjournment of the 1955 
session of Congress, an Administration-sponsored bill 
authorizing establishment of contributory health insur- 
ance was introduced in the Senate. Now, however, it 
appears likely that a revised bill will be filed early in 
the 1956 session, one embracing amendments based 
upon the numerous consultations and task force stud- 
ies which Civil Service Commission has been conduct- 
ing. 

Since the Administration plans to press for enact- 
ment of a bill, and no opposition to the plan in princi- 
ple is anticipated, all signs point to favorable action by 
House and Senate committees and ultimate passage 
within the next few months. 


The AMA reported recently that Uncle Sam puts up 
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$15 of every $100 spent by the American people, pub- 
licly or privately, for health and medical purposes. 


Medical Costs at All-Time High 


The consumer price index for September, 1955, re- 
vealed medical care costs to be at an all-time high. Its 
index figure was 128.2, compared with 114.9 for all 
items combined (housing, food, apparel, transporta- 
tion, personal services, etc.). 

According to figures published by the Bureau of 
Labor Statistics, which prepares the price indices, 
medical care topped all major categories. Next highest 
was transportation, at 125.3. Prices in the 1947—49 per- 
iod are rated at the standard 100.0. 

For purposes of comparison, medical care index 
stood at 125.7 in September, 1954; 105.4 in June, 1950 
(pre-Korea), and 72.6 in 1939, prior to outbreak of 
World War II. In 1939 the over-all consumer price in- 
dex was 59.4. 

In ten representative cities, the medical care index 
ranged from 124.3 in Los Angeles to 140.0 in St. Louis. 
For Atlanta it was 127.6; Baltimore, 134.6; Chicago, 
128.5; Cincinnati, 127.5; Detroit, 132.7; New York, 
126.2; Philadelphia, 135.4; San Francisco, 125.4. 


Orders Label Change on Aspirin 


Food and Drug Administration has promulgated a 
ruling which obligates drug manufacturers to change 
labeling of aspirin and aspirin-containing medicinals 
in the interest of children’s safety. 

Recommended warning statements on labels are: 

**Warning—Keep out of the reach of children.” 

Or, ‘‘Warning—Keep this and all medications out 
of the reach of children.” 

For children under 3 years of age, the FDA recom- 
mends that in lieu of specific dose directions the label 
should say: ‘For children under 3, consult your physi- 
cian.” 

Unaffected by the new ruling are oil of wintergreen 
(methyl salicylate), which already carries a precau- 
tionary legend; effervescent salicylate preparations, 
and salicylate compounds used only in treatment of 
tuberculosis. 


Endless War Against Bootleg Drugs 


In a speech before the annual convention of National 
Association of Retail Druggists, held recently in At- 
lantic City, Commissioner George P. Larrick of the 
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Food and Drug Adminis- 
tration narrated several 
cases to illustrate some of 
the situations with which 
FDA is contending in its 
ceaseless war against 
“bootleg drugs.” 

A Philadelphia store 
which employed no phar- 
macist and was not li- 
censed to fill prescriptions 
is charged with selling 
sulfas and hormones and 
gratuitously informing 
customers how they 
should be used. 

In Florida a notions store near a race track did a big 
business selling amphetamine tablets to jockeys who 
wished to keep down their weight. A similar case was 
that of a women’s reducing salon in Reno, Nev., where 
amphetamines were dispensed along with steam baths. 

The same drug constituted a profitable sideline for a 
coal and ice peddler in Massachusetts. 

Mr. Larrick also told about the Texas physician who 
began observing unexpected clinical signs in a patient 


George P. Larrick 
FDA Commissioner 


for whom Rauwolfia serpentina and Apresoline had 
been prescribed. Investigation disclosed that the pa- 
tient had discussed his case with the operator of a 
health food store, who was a naturopath. He informed 
the customer that he could supply the drugs at much 
lower cost. What he actually did was sell Rauwolfia 
serpentina that was of inferior potency. 


1956 State Officers’ Conference 
To Be Series of Round-Table Workshops 


A series of “round-table workshops” will comprise the 
program for the annual State Officers’ Conference 
which will convene at 7 P.M. on Monday, March 19 in 
the Statler Hotel, Washington, D. C. 

Dr. Donald Kast of Des Moines, Iowa, chairman of 
the conference, urges state chapters to send in ques- 
tions in advance in order that the panel experts can 
anticipate to some degree the nature of the discussions 
which will take place. Questions should be addressed 
to Executive Secretary Mac F. Cahal, American Acad- 
emy of General Practice, Broadway at 34th, Kansas 
City 11, Mo. 

All members of the Academy are invited to attend 
the conference, but officers, directors and committee 
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chairmen of the state chap- 
ters are especially urged 
to attend this program. 
After words of greeting 
from President John Fow- 
ler and Board Chairman 
Malcom Phelps, the con- 
ference will break into four 
separate groups, each con- 
vening in a separate room. 
The Commission on 
Hospitals will conduct a 
discussion on hospital 
problems where questions 
of state officers will be 
answered by a panel of 
experts, consisting of members of the commission, des- 
ignated by Chairman Charles Cooper of Minnesota. 
Dr. D. W. McKinlay of Spokane, Washington and 
members of his Commission on Education will hold a 
conference on problems relating to postgraduate and 
undergraduate education. 
In a third room, Dr. William Sproul of Iowa will be 
seated with his Commission on Membership and Cre- 
dentials to answer questions and discuss problems re- 


Donald Kast, M.D. 
Heads State Officers’ Conference 


lating to membership recruitment and records, includ- 
ing the mechanics of maintaining postgraduate study 
records. 

The Commission on Legislation and Public Policy, 
under the chairmanship of Dr. C. W. Anderson of 
Colorado, will discuss questions relating to legislation 
of particular interest to general practitioners, and to 
public relations programs and projects for state chap- 
ters. 

The respective panels will close their discussions by 
9 p.m. when the entire conference will return to gen- 
eral session for a brief roundup by the four chairmen 
who have served as moderators. Following the confer- 
ence, presidents, presidents-elect and secretaries of 
state chapters will be guests of the Professional Men’s 
Insurance Agency for a buffet supper. 


Academy Member Edward Haddock Wins 
Race for New Virginia State Senator 


Dr. Epwarp E. Happock of Richmond will begin his 
first term as state senator when Virginia’s General As- 
sembly convenes in January. He will join the veteran 
senator, Dr. James D. Hagood of Clover, as the only 
physicians in the Virginia senate for the coming year. 
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Both Dr. Haddock and 
Dr. Hagood are Academy 
members. Dr. Hagood has 
held the rank of senator 
since 1942 and has served 
on many key legislative 
committees down through 
the years. The election of 
the junior senator, Dr. 
Haddock, was assured 
during the Virginia pri- 
mary when he won over 
two other Democratic 
nominees for the post. He 
was unopposed in the No- 
vember general election. 

The political career of Dr. Haddock started only 
five years ago when he was appointed to fill the unex- 
pired term of E. E. Willey as member of the City Coun- 
cil of Richmond. In 1952 he was elected to the same 
position and was next selected by his fellow council- 
men to serve as mayor of Richmond. In the 1954 elec- 
tion for councilmen, he led the balloting in a field of 
18 candidates. 

In October Dr. Haddock joined other unopposed 


Edward E. Haddock, M.D. 
New State Senator 


higher blood levels 


candidates to the state legislature on two trips to visit 
all state operated institutions. 


AAGP Commission on Hospitals Holds 
Annual Fall Meeting in Kansas City 


THE ANNUAL fall meeting of the Commission on Hospi- 
tals was held October 1-2 in Kansas City under the 
chairmanship of Dr. Charles C. Cooper. All members 
of the commission were present except Dr. Arthur S. 
Haines, who was unable to attend because of a conflict 
with another meeting. 

No changes were recommended in the Manual on 
General Practice Departments in Hospitals or in the 
Suggested By-Laws for Medical Staffs. However, the 
commission developed statements of policy and sug- 
gestions designed to assist members and hospital ad- 
ministrators to implement the principles outlined in 
the manual. 

Resolutions referred to the commission for study at 
the last annual meeting of the Congress of Delegates 
were acted on and will be covered in the annual report 
which will be submitted at the Assembly next March. 

In an effort to make a list of all hospitals in the na- 
tion that have general practice departments, the com- 
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mission asked that physicians submit the names and 


. addresses of such hospitals and if possible the name of 


an Academy member on the active staff. These should 
be sent to Academy headquarters. 

The commission also commended one of its mem- 
bers, Dr. John G. Walsh, for his article recently pub- 
lished in Hospital Progress, the official journal of the 
Catholic Hospital Association. 


Regional Hospital Commission Meetings 
Held in Baltimore and Cleveland 


TWO REGIONAL MEETINGS of the Commission on Hospi- 
tals—one in Baltimore and one in Cleveland—have 
been reported by their respective chairmen, Dr. Arthur 
S. Haines of Pittsburgh and Dr. J. B. Price of Cleve- 
land. 

The Baltimore session was attended by state chair- 
men and representatives from Delaware, District of 
Columbia, Maryland, Pennsylvania, Virginia and West 
Virginia. 

Dr. Haines reported that each state chairman re- 
lated experiences with hospitals and general practice 
departments. The pattern was similar in all areas— 
some hospitals still resisting the general practitioner 
and others accepting him in varying degrees. It was 
the unanimous opinion that conditions are gradually 
improving and the solution necessarily lies at the local 
level. The chapter representatives were convinced that 


Discuss Regional Hospital Problems—Drs. E. W. Peters, (/c/t to right) 
Herbert Salter and Regional Chairman Jay B. Price, all of Cleve- 
land, and Drs. Michael Serio of Chicago and J. W. Rice of Jackson, 
Mich., are shown at a recent meeting in Cleveland. 
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the guidance obtained from the suggested by-laws was 
sufficient and no changes were recommended. 

Further discussion emphasized that problems of the 
general practitioner were different in the metropolitan 
areas from those in urban areas and rural communities. 
In hospitals associated with medical schools in that 
particular area general practitioners are not allowed on 
the hospital staffs—the teaching being done by special- 
ists. 

After the dinner the following joined Dr. Haines for 
cocktails and dinner: Delaware, Drs. Elton Resnick 
and Martin B. Pennington; District of Columbia, Dr. 
I. Phillips Frohman; Maryland, Drs. Walter A. Ander- 
son and B. G. Highstein; Pennsylvania, Dr. John 
Jacobs; Virginia, Drs. John O. Boyd, Jr. and Rufus 
Brittain; and West Virginia, Dr. Andrew E. Zepp. 

At the Cleveland session (see cut) Dr. Price reported 
that several representatives of that regional group were 
unable to attend. The discussion centered on “‘Mate- 
rial of the Commission on Hospitals, the AMA, and 
the Joint Commission on Accreditation of Hospitals.” 

Dr. Michael Serio of Chicago discussed that city’s 
plan of auditing staff doctors’ private financial ledgers 
with the idea of eliminating fee-splitting. 

Dr. Price explained in detail the lawsuit of the 


Cleveland Academy of Medicine against the Hopkins 
Clinic of Cleveland. 

The meeting closed with an exchange of ideas of 
regional and local problems. 


Deceitful Substitution Charged in Law 
Suits Against Four Detroit Pharmacy Owners 


Owners of four Detroit pharmacies have been charged 
with deceitful substitution in their prescription-filling 
practices. The complaints, involving five druggists, 
were filed in the United States District Court for the 
Eastern District of Michigan by Smith, Kline & French 
Laboratories of Philadelphia. 

The pharmaceutical firm is demanding $5,000 in 
punitive damages in each of the four Detroit cases. 
The defendants were accused of filling with another 
manufacturer’s product, prescriptions specifically call- 
ing for an SKF product by brand name. 

Carl K. Raiser, manager of trade relations at the 
firm, reported the suits were started as a result of “a 
continuing nationwide survey of prescription-filling 
practices in the retail drug business.” For some time 
now the firm has been waging a battle against dishonest 
prescription filling. 
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State Chapters Continue 
Building Fund Drives 


OcToBER CONTRIBUTIONS to the Building Fund totaled 
$9,015.10, nearly a thousand dollars more than was 
received in September. This fine increase was sparked 
by active campaigns (both by mail and at annual meet- 
ings) in half a dozen chapters. North Carolina, under 
the aggressive generalship of Dr. W. A. Sams, topped 
the list with a total of $2,079, putting that state above 
the five thousand dollar total. Dr. Stanley Boyd’s 
letter to Oregon members produced an initial response 
of $1,304. The Keystone State came through to the 
tune of $1,043, determined to carry Pennsylvania over 
the ten thousand mark before Dr. Arthur Haines re- 
signs his chairmanship the first of the year. Up in 
Minnesota, Dr. Robert Potter reported $956, to almost 
equal his September record. Fifth place went to Missis- 
sippi, with $875, where Dr. S. S. Kety promises much 
more with “chances” on a $100 bond. Kansas con- 
tinues to “come through” for Dr. Jack Tiller—this 
time with $791. 

Texas continues to lead the pack with a grand total 


of $16,237. Ohio and California are almost tied for 
second place, while New York has crept a little closer 
to the number three spot Missouri has held for so long. 
Seven other chapters have now passed the five thou- 
sand dollar mark. 


Construction Progress Steady 


At this writing (November 1) pouring of the floor 
for the second story is completed and reinforcing steel 
is being prepared for the final stage of concrete 
work, The contractor expects to have the building 
roofed over by midmonth. Concrete for all inside 
stairs has been poured and dirt fill-in around the 
foundation is proceeding steadily. 


Contributions Total 
State October, 1955 10-31-55 
Alabama $ 1.00 $ 3,044.00 
Arizona 390.00 
Arkansas 710.00 
California 452.50 13,440.35 
Colorado 3,741.00 
Connecticut 20.00 1,652.00 
Delaware 938.00 
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All are supplied in 15 cc., 30 cc. and economical 50 cc. bottles 
with the new Mead calibrated unbreakable plastic ‘Safti- 
Dropper.’ It will not break even if the baby bites it. 


SYMBOL OF SERVICE TO THE PHYSICIAN 


Contributions Total Contributions Total 
State October, 1955 10-31-55 State October, 1955 10-31-55 
District of Columbia $ 792.08 North Dakota $ 125.00 
Florida 1,395.00 Ohio $ 33.00 13,606.00 
Georgia 1,686.00 Oklahoma 35.00 1,880.00 
Idaho 780.00 Oregon 1,304.00 3,200.50 
Illinois 7,708.50 Pennsylvania 1,043. 7,473.21 
Indiana 3,688.50 Rhode Island 533.00 
lowa $ 116.50 7,861.50 South Carolina 135.00 3,890.00 
Kansas 791.00 3,250.00 South Dakota 828.50 
Kentucky 915.00 Tennessee 1,551.00 
Louisiana 2,841.00 Texas 16,237.00 
Maine 401.00 Utah 86.00 2,276.00 
Maryland 1,351.00 Vermont 498.00 
Massachusetts 110.00 7,366.80 Virginia 200.00 1,315.00 
Michigan 50.00 9,191.50 Washington 160.50 3,502.50 
Minnesota 956.00 5,011.00 West Virginia 60.00 2,923.25 
Mississippi 875.10 2,430.10 Wisconsin 4,360.00 
Missouri 11,631.00 Wyoming 1,089.00 
Montana 68.00 Museum Fund 300.00 
Nebraska 33.00 2,456.50 Hawaii 275.00 
Nevada 33.00 456.00 Puerto Rico 60.25 
New Hampshire 1,588.00 Miscellaneous 162.61 
New Jersey 4,332.00 Commercial Organizations 20,075.00 
New Mexico 297.00 993.00 AAGP 35,000.00 
New York 144.00 10,308.50 GP 20,000.00 
North Carolina 2,079.50 5,304.50 Total $9,015.10 $258,882.65 
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Medical News in Small Doses: 


OFFICIAL OBSERVERS for the American Academy of Gen- 
eral Practice at World Medical Association’s recent 
ninth annual general assembly in Vienna were Dr. W. 
J. Shaw of Fayette, Mo., a former AAGP Board mem- 
ber, and Dr. Henry A. Barner of Bremerton, Wash. At 
this session WMA reaffirmed its stand that doctors 
should be free of government influence. . . . Sydney, 
Australia was the site for the annual general meeting 
on September 29 of the New South Wales Faculty of 
the College of General Practitioners. . . . Dr. Walter 
S. Chisholm, who recently completed his residency in 
general practice under the Mead Johnson Scholarship 
Award Program, has now entered private practice in 
Eloy, Arizona. . . . This year all new pupils entering 
New York City’s public high schools were given a 
tuberculin patch test as part of the health department’s 
tuberculosis program. Similar tests were given new 
pupils at 23 parochial high schools. . .. Academy 
Member Andrew S. Tomb of Victoria is a new member 
of the advisory board of Texas Business Developments, 
Inc. ... National Foundation for Infantile Paralysis 
has announced grants and appropriations totaling 
$1,372,513 for professional education in selected fields. 
... The first fellowships to be awarded under an ex- 
panded program of nursing research in Public Health 
Service were announced in October by Surgeon Gen- 
eral Leonard A. Scheele. The purpose of this program 
is to support scientific investigation into ways and 
means to improve the quality and availability of nursing 
care. ... An honorary fellowship in the Mississippi 
Valley Medical Society was presented recently to 
Academy Member Preston C. Hall of St. Louis. 


“You take the black ones after breakfast—the white ones 
after dinner—and this one on New Year's morning.” 
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SCIENTIFIC LECTURE PROGRAM 


EIGHTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 


MARCH 19-22, WASHINGTON, D. €. 


Monday Tuesday Wednesday Thursday 
Hour March 19 March 20 March 21 March 22 
9:00-9:30 a.m. REGISTRATION Laboratory Aids in tea Lesi Management 
BEGINS 9:00 A.M. Diagnosis of Fevers Sig ag of Patients 
Ivan Bennett, with Disabling 
OPENING 
OF SCIENTIFIC (Live Clinic 
9:30-10:00 a.m. of External Urology in the Jesephine Buchanan, 
ular Diseases Elderly Female 
Irwin H. Leopold, Lee Turlington, M.v. 
10:00-11:004.m. RECESS FOR EXHIBITS 
1100-11 :30 a.m. Primary Wound Visual Evidence of ‘Thrombocytopenia— 
Repair Vulvovaginal Its Causes 
Neal Owens, M.v. Diseases and Treatment 
Joseph A. Hepp, m.v. William Harrington, 
(Vulvar Diseases) M.D. 
Newlin F. Paxson, M.v. 
11:30-12:00 Tumors and (Vaginal Diseases) A Look at 
NOON Swellings of the Neck Francis T. Hodges, M.D. Tomorrow’s Medicine 
Grant E. Ward, .v. COMMENTATOR Francis C. Wood, M.v. 
OPENING OF PROGRAM 
WELCOMING SPEECHES 
12:00-1:30 p.m. 1:00 P.M. NOON RECESS INsTITUTES 
or Heatru Lecrures 
1:30-3:00 p.m. Disturbances Diagnosis OB Symposium 
and Distortions and Treatment 1. Preparation 3:00 p.m. 
of Demeanor (Panel) of Curable Heart for Pregnancy 
George Raines, M.D., Disease (Live Clinic) Robert H. Barter, M.v. 
MODERATOR W. Proctor Harvey, 2. Protecting 
Mabel Ross, M.v. M.D., MODERATOR the Pregnancy 
Robert H. Felix, m.v. (With demonstration Paul A. Bowers, M.v. 
Manfred S. team from George- 3. Preserving 
Guttmacher, M.D. town University) the Perineum 
D. Frank Kaltrider, 
3:00-4:00 p.m. RECESS FOR EXHIBITS 
4:00-4:30 p.m. Medicine Atherosclerosis— Intestinal Parasites 
and Religion Is It Reversible? Ryle A. Radke, m.v. 
Rev. Das Kelley Fred Stare, M.D. 
Barnett 
4:30-5:00 p.m. The Changing Cardiac Contributions of 
Pattern of Disease Emergencies Veterinary Medicine 
Leonard Scheele, u.d. Eugene Stead, M.v. to Human Medicine 
Henrik J. Stafseth, 
PH.D. 
EVENING STATE OFFICERS CONGRESS PRESIDENT’S 
DINNER OF DELEGATES DINNER RECEPTION 
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>» Room assignments will be made in order 
received. 


Make Your Hotel 
Reservation .. . Now! 


Wuue Tue city of Washington has a considerable number of 


> Reservation requests should be sent to the 
AAGP Housing Bureau, Washington, D.C. 


> Only a few rooms available at the Hotel Statler 
in addition to those set aside for delegates and 
speakers. 


> State officers and delegates must make their 
own reservations. 


> Be sure to list definite arrival and departure 
time; names of all occupants of room. 


> Academy Headquarters will be at Armory. 


advised to make your reservation well in advance. You do not > All registration (except delegates) at Armory 
h d d d t check. But it is i 10:00 A.M. to 5:00 P.M., Sunday, March 18, 
ave to send an advance deposit check. But it is important to and. Ctehleiien © 000 AM. os Mente. 


Scientific sessions end at noon, March 22. 


excellent hotels, we suspect that first choice rooms will be at 
a premium long before next March. The combination of one of 
the best programs in Academy history, the geographic location, 
and the opportunity to combine Assembly attendance with a 


family trip to the nation’s capital, points inevitably to a new 


high in registration for the 1956 meeting. So you will be well 


fill out and mail the form. 
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News from the State Chapters 


The New Mexico chapter observed a red letter day 
September 17 with its first annual scientific meeting 
being held at the Hilton Hotel in Albuquerque (see 
cut). Although the chapter has a membership roster of 
only 54 physicians, registration at this meeting tallied 
95 doctors and 40 wives—a percentage record to be 
envied in any state. 

Officers of the chapter are Dr. Albert M. Rosen, 
Taos, president; Dr. William J. Hossling, Deming, 
president-elect; Dr. Jose A. Rivas, Belen, vice presi- 
dent; and Dr. Junius A. Evans, Las Vegas, secretary- 
treasurer. 

The scientific program was presented in a sympo- 
sium on office procedures and practical therapeutics 
with six outstanding speakers participating. Drs. Lewis 
Post of Tulane University, John H. Moyer of Baylor, 
Edward F. Rosenberg of Chicago Medical School, 
Merl J. Carson of University of Southern California, 
Benjamin Eiseman of University of Colorado and Ray- 
mond L. Murdock of Oklahoma University comprised 
the sextet. A discussion period completed the program. 

Ladies’ entertainment which included a fashion 
show was under the chairmanship of Mrs. Lucien G. 
Rice, Jr. of Albuquerque. 
> A new attendance record of 586 doctors and 747 
guests was set at the recent sixth annual meeting of 
the Texas chapter in Ft. Worth. Dr. George V. Launey 
of Dallas (see cut) was named president-elect at the 
business meeting which preceded the scientific ses- 
sion. Dr. James D. Murphy of Ft. Worth, speaker of 
the AAGP Congress of Delegates, was installed as pres- 
ident, succeeding Dr. L. Bonham Jones of San An- 
tonio (see cué). Other new officers are Drs. Cecil French 
of San Angelo, vice president and John M. Smith, Jr., 
San Antonio, treasurer. 

During the annual business meeting which was at- 
tended by more than 300 members, amendments were 
approved to bring the chapter’s Constitution and By- 
Laws into agreement with those of the AAGP. 

Texas’ board of directors named Dr. G. W. Cleve- 
land of Austin as its chairman. Committee appoint- 
ments submitted by new President Murphy were ap- 
proved by the board. 

Special guests at the meeting included Dr. John R. 
Fowler, Academy president and Dr. Malcom E. Phelps, 
chairman of the Board of Directors (see cué) . 

During the two-and-one-half-day scientific session, 
ten outstanding speakers were featured. One of them 
was Dr. Philip Thorek, appearing on the Texas pro- 
gram for the sixth consecutive time. Dr. Joe Steger of 
Ft. Worth headed the planning committee. 
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Chapter of the Land of Enchantment Marks Red Letter Day—Two 
members of the New Mexico chapter, Dr. Earl L. Malone (left) who is 
president of the New Mexico Medical Society, and Dr. Junivs A. Evans 
(right), secretary-treasurer of the New Mexico chapter, chat with Dr. 
John H. Moyer of Baylor University who was a guest speaker at the 
chapter’s first annual scientific meeting. 


Planning Big Things for Texas—A new Texas officer, Dr. George V. 
Launey (left), who ts president-elect of the Lone Star State’s chapter, 
converses with Mrs. Launey and Dr. James Hallmark, Ft. Worth, 
preceding the banquet. 


Banquet Merriment—Retiring Texas chapter president, Dr.L. Bonham 
Jones of San Antonio, relaxes with his wife and a San Antonio col- 
league, Dr. Perry Post. 


“Ten Gallons” for Special Guests—The Texans honored four distin- 
guished guests with gifts of “Ten Gallon” hats. Shown modeling their 
chapeaux are Dr. Catherine Dodd, leading off the line-up, followed by 
Academy President John R. Fowler, Dr. Malcom Phelps, AAGP vice 
president and chairman of the Board, and Dr. Lovis Moench, Uni- 
versity of Utah. 
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a new topical anesthetic for oral administration 


XY LOCAINE’ VISCOUS asia 


(Brand of lidocaine*) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


: ® High viscosity and low surface tension permit the 
, anesthetic, Xylocaine Hydrochloride, to come into 
~~ immediate and intimate contact with the mucous membranes 


Safe... nonirritating . . . nonsensitizing. 
© Cherry flavored . . . pleasant and easy to take. 


@ Xylocaine Viscous has proved valuable in the 
**dumping"™ syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


®@ Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 


Average Dosage: One tablespoonful, administered orally. 
Additional information available upon request 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 
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Van Wert (right), as president of the Ohio chapter was held follow- 
ing the congress of delegates’ annual session. Retiring president, Dr. 
Herbert W. Salter, Cleveland, presented the gavel to his successor. 


The social program included a cocktail buffet on 
Sunday evening and the annual banquet-ball on Tues- 
day at Ridgelea Country Club. Throughout the meet- 
ing the ladies were entertained in the Penthouse of the 
Hilton Hotel—with a tour of Ft. Worth and luncheon- 
style show rounding out the activities. 
> Success of the eighth annual meeting of the Ohio 
chapter held recently in Dayton was evidenced by its 
registration mark of nearly 600 persons and the enthu- 
siasm of the 400 physicians for the scientific program 
and 44 exhibits. 

Prior to the opening of the scientific program, the 
congress of delegates met followed by a delegates- 
directors dinner. New officers were the big order of 
business with Dr. Roscius C. Doan, Miamisburg, being 


ligh? of the Ohio chapter’s scientific meeting, held this year in Dayton. 
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named president-elect. Dr. Howard R. Mitchell, Col- 
umbus, was re-elected treasurer. Dr. Earl C. Van 
Horn, Cincinnati, was renamed a delegate to the 
AAGP Assembly and also re-elected speaker of the 
congress of delegates. 

Dr. Jay B. Price, Cleveland, was elected an alternate 
delegate and Dr. Lewis W. Cellio, Columbus, was re- 
elected vice speaker of the congress. 

Dr. James R. Jarvis of Van Wert was installed as 
president succeeding Dr. Herbert W. Salter of Cleve- 
land (see cut). Dr. Salter also presided as toastmaster at 
the annual banquet at which AAGP President John 
Fowler was the guest speaker (see cut). Seventy wives 
attended the ladies’ luncheon. 
> At the Oregon chapter meeting held recently in con- 
junction with the Oregon State Medical Society in 
Portland, Dr. Raymond M. Reichle of Portland took 
office as the new president (see cut). Other new officers 
include Dr. Bernard P. Harpole, also of Portland, 
president-elect and Dr. Bertram L. Trelstad of Salem, 
vice president (see cué). Retiring President David G. 
Duncan of Portland presided over the meeting. Dr. 
T. E. Robinson of Salt Lake City (see cut), one of the 
founders of the Academy, gave an address on “‘Ameri- 
can Medicine at the Crossroads.” 

In his talk he stressed that doctors “must determine 
whether the family doctor is to continue in his time- 
honored position or whether he is to be replaced by 
specialists.” 
> Arrangements for the Oklahoma chapter’s 1956 
scientific meeting are getting well under way. Tulsa 
Hotel will be the headquarters for the two-day meeting 
slated for February 6 and 7. Noted doctors scheduled 
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Presentation of the Gavel—The installation of Dr. James R. Jarvis, 
pe 
Dayton-Biltmore Banquet Scene—The banquet was the social high- . 
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PROVEN 
PAIN CONTROL 


GRADATIONS OF ANALGESIA 


> ‘TABLOID’ ‘EMPIRIN’ COMPOUND® 
Acetophenetidin gr. 242, Acetylsalicylic 
Acid gr. 342, Caffeine gr. % 


<-> ‘TABLOID’ ‘EMPIRIN’ COMPOUND 
CODEINE PHOSPHATE gr. No. 1 cw) 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 
coveine PuOsPHATE gr. Ho. 2 cm 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. No. 3 


=O ‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. 1, Ne. 4 cn) 


(WN) subject to Federal Narcotic Law 


& BURROUGHS WELLCOME & CO. (U. S. A) INC. 
Tuckahoe, N. Y. 
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Oregonian Officers —Executive secretary, Mr. J. J. Adams (seated at 
left), is shown with retiring chapter president, Dr. David G. Duncan, 
and new president, Dr. Raymond M. Reichle (at rostrum) during 
the Oregon chapter’s recent meeting in Portland. 


The Veep and His Missus—Dr. Bertram L. Trelstad of Salem, new 
vice president of the Oregon chapter, and Mrs. Trelstad are shown at 
the banquet. 


Special Guests—Dr. and Mrs. Tom Robinson of Salt Lake City were 
special guests of the Oregon chapter at its Portland meeting. Dr. 
Robinson was invited to be the banquet speaker. 
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_ Edward H. Hashinger, internist, James L. Dennis, 


to speak include Drs. E. L. Compere, orthopedics; 


pediatrician, Newton D. Smith, proctologist, Wm. F. 
Guerriero, obstetrician-gynecologist and L. H. McDan- 
iels, Academy member from Tyronza, Ark. Dr. 
McDaniels has also been asked to deliver an after-din- 
ner speech. A style show by the Utah Woolen Mills is 
included in the ladies’ entertainment. 

A varied program was given at the Red River Valley 


» (Oklahoma) meeting in mid-October, at Lake Murray. 


Following the morning registration thumbnail notes 
were given audiovisually on ‘‘What’s New For: anxiety 
states, tension problems and muscle spasm.” There 
was also a talk on hemoglobin C anemia by Dr. Robert 
M. Bird, professor at the University of Oklahoma Medi- 
cal School, and a talk on steroids by Dr. A. A. Hell- 
baum, also of O. U. Following dinner, to which the 
doctor’s family was invited, talks were given by Dr. 
Bird and Dr. Hellbaum. 

> On October 19, the New Hampshire chapter held 
its all-day annual meeting in Concord. A program on 
obstetrics, diabetes and antibiotics was presented by 
two Bostonites and a New Hampshire doctor. They 
were Drs. James F. Kenney, medical associate of the 
Massachusetts Memorial Hospitals, and Leo P. Krall, 
Joslin Clinic, both of Boston, and Joshua B. Burnett of 
the Dartmouth Medical School, Hanover, N. H. Fol- 
lowing the luncheon for doctors and their wives, a 
business meeting was held which included election of 
officers. 

> Dr. Murland F. Rigby of Rexburg was installed as 
president of the Idaho chapter during its annual meet- 
ing September 22-24 in Boise. Ninety-four physicians 
attended the three-day meeting which was held in 
conjunction with the Idaho Division of the American 
Cancer Society. 

Other new officers are Drs. H. L. Stowe of Twin 
Falls, president-elect and Albert Truxal of Rexburg, 
secretary-treasurer. 

The scientific session of the Idaho chapter was pre- 
sented by three physicians from the University of 
Utah, Salt Lake City. They were Dr. Emil Holmstrom, 
professor of obstetrics and gynecology; Russell Nel- 
son, assistant professor of surgery and Paul Rasmus- 
sen, professor of pediatrics. 
> Pediatric problems was the topic of a symposium 
during the Fall Clinic Day sponsored by the Washing- 
ton chapter late in October. Dr. Duncan Robertson of 
Seattle arranged the program and Dr. Frederick C. 
Moll was the guest moderator. Host to the program 
was the University of Washington Medical School. An 
evening banquet honored the school’s 1956 class. 

Spokane has been named for the site of the 1956 
scientific meeting of the Washington chapter. May 25 
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PAIN CONTROL 


GRADATIONS OF ANALGESIA 
with light sedation 


‘EMPIRAL’® 
Phenobarbital gr. % 


Acetophenetidin gr. 2% 
Acetylsalicylic Acid gr. 3% 


‘CODEMPIRAL”® No. 2" 


Codeine Phosphate gr. % 
Phenobarbital gr. % 
Acetophenetidin gr. 2% 
Acetylsalicylic Acid gr. 3% 


‘CODEMPIRAL’® No. 3" 


Codeine Phosphate gr. % 
Phenobarbital gr. % 
Acetophenetidin gr. 242 
Acetylsalicylic Acid gr. 3% 


(N) subject to Federal Narcotic Law 


& BURROUGHS WELLCOME & CO. (U. S. A) INC. 
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for MIGRAINE complicated 


-Nervous Tension 
-G. Disturbances 


SUPPOSITORY 


Ergotamine tartrate 2 mg. 
Caffeine 100 mg. 


Bellafoline 0.25 mg. 


Pentobarbital Sod. 60 mg. 


Average Dose: 1 suppository at 
onset of attack; second 
after 1 br., if necessary. 


A Sandoz 
SANDOZ 


PHARMACEUTICALS 
HANOVER, N. J. 
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and 26 are the dates selected. Headquarters will be at 
the Davenport Hotel. 

> The sixth annual scientific meeting of the Virginia 
chapter will be held on March 2, 3 and 4, 1956, at the 
Homestead in Hot Springs, Va. 

The annual Virginia chapter luncheon, scheduled 
in conjunction with the annual state medical society’s 
meeting was held in mid-October in Richmond. 

A chapter charter was presented to the Northern 
Virginia chapter November 5 in Alexandria. Dr. Wal- 
lace E. Baker acted as chairman of the presentation 
dinner. Officers of the new chapter are Drs. Thomas L. 
Lucas of Alexandria, president; Carl P. Parker, Jr. of 
Falls Church, vice president; John H. Hudson of 
Arlington, secretary and Theodore B. McCord of 
Fairfax, treasurer. 
> The Mississippi chapter was host to 12 scientific 
speakers from the University of Mississippi as well as 
an Academy officer as banquet speaker at its recent 
annual meeting in Jackson. Retiring Chapter President 
Moncure Dabney of Crystal Springs, presided over the 
two-day meeting. Some of the speakers were: Drs. 
James D. Hardy, professor and chairman of the depart- 
ment of surgery; David Pankratz, dean; Michael New- 
ton, professor and chairman of the department of 
obstetrics and gynecology; Warren N. Bell, associate 
professor of medicine and director of laboratories ; and 
Robert D. Sloan, professor and chairman of the depart- 
ment of radiology. Dr. Malcom Phelps of El Reno, 
Okla., Academy vice president and chairman of the 
Board, was the banquet speaker. The meeting closed 
with the annual banquet and dance.. 


Capital Officers—Dr. Samuel Diener (far right), new president of the 
District of Columbia chapter meets with other new officers, also in- 
stalled at the recent meeting held in the nation’s capital. Dr. Samuel 
Dove (left to right) is treasurer, Dr. Roger Kurtz, secretary, and Dr. 
Frank S. Pellegrini, vice president. 
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She adds her fancy: 


she looks for its delicate yet 
firm texture, cleanly scented clarity, 
and soothing, gentle lubrication, 


to your prescription facts: 
full coating; occludes as it covers 

vaginal walls; optimal spreading 

for maximum coital mixing; 
greatest spermicidal 
opportunity; blandly 
protective of the entire 
mucosal area. 
When contraception 


is indicated 
for young married couples. ' 


DISTRIBUTED BY GEORGE A. BREON & COMPANY, 1450 BROADWAY, NEW YORK 18, NEW YORK 
'N CANADA: E. & A. MARTIN RESEARCH LTD., 20 RIPLEY AVE., TORONTO, CANADA 
MANUFACTURED BY ESTA MEDICAL L 2 INC., 38, ILLINOIS 
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FOR PRENATAL SUPPLEM ENTATION 
YOU CAN CHOOSE BETWEEN THESE 2 EASY-TO-TAKE FORMULAS 


Mead vitamin-mineral capsules 


ree 


alike... 


Mead prenatal vitamin-mineral capsules 


One Natalins— PF capsule t.i.d. or 1 Natalins 
capsule t.i.d. supplies vitamin A 6000 units; 
vitamin D 600 units; ascorbic acid 100 mg.; 
thiamine 3 mg.; riboflavin 4.5 mg.; niacinamide 
30 mg.; pyridoxine HC] 3 mg.; calcium panto- 
thenate 3 mg.; folic acid 1 mg.; vitamin Bye (crys- 
talline) 1 mcg.; iron (from ferrous sulfate) 22 mg. 


One Natalins- PF capsule t.i.d. supplies cal- 
cium carbonate to provide 450 mg. of phos- 
phorus-free calcium. One Natalins capsule 
t.i.d. supplies veal bone ash to provide cal- 
cium 375 mg., and phosphorus 188 mg. 


both alike 
in patient acceptability 


small size... 
easy to swallow 


small dosage... 
one capsule t.i.d. 


economical, too 


SYMBOL OF SERVICE TO THE PHYSICIAN 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S. A. 
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for superior performance 
and precision fit 


B-D YALE® NEEDLES 


sharp—uniform—safe 
- rust-resistant throughout 
- hold a sharp point 

minimize tissue trauma 


with 

B-D MULTIFIT® SYRINGES 
every plunger fits every barrel 
- fewer replacements 


- longer life 
- more convenient handling 


BECTON, DICKINSON AND COMPANY- RUTHERFORD, N. J. 


B-D, MULTIFIT, AND YALE, T. M. REG. U.S. PAT. OFF. 
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for your dyspeptic, O O k fo 


geriatric, underweight, 


and gallbladder h 
emblem 


= Your guarantee of 
Quality... Service 


Perhaps you have observed a 
<= demonstration of Burdick phy- 
sical medicine and diagnostic 


apparatus at your local dealer's 
digestant tablets showroom or at a recent medical 


for improved 
nutritional status... 
clinical response 


Layered construction provides timed 
release of essential digestants when 
and where needed, for efficient utiliza- 
tion of proteins, carbohydrates, fats. 


Each CONVERTIN Tablet provides: 
A sugar-coated outer layer of: 


Betaine Hydrochloride 
(Provides 5 minims Diluted 
Hydrochloric Acid U.S.P.) 


Oleoresin Ginger 
Surrounding an enteric-coated core of: 


Pancreatin (4x USP) ....... 62.5mg. 
(Equiv. 250 mg.) 
Desoxycholic Acid .... 
DOSAGE: Two tablets with or just after meals. 


Dose may be reduced at discretion of physician, 
usually after first week. 


SUPPLIED: In bottles of 84 and 500 tablets. 
Available on prescription only. 


B. F. ASCHER & COMPANY, INC. 


Ethical Medicinals 
KANSAS CITY, MISSOURI 


meeting. Perhaps a colleague 


has commented enthusiastically 
on his experience with Burdick 
equipment. 


At any rate, when you select a 
Burdick unit — Electrocardio- 
graph — Ultrasonic Unit — 
Diathermy — Ultraviolet Lamp 
—Zoalite— remember that 43- 
years of outstanding engineer- 
ing and construction have es- 
tablished this emblem as a 
hallmark of quality and service. 


Close liaison between manufac- 
turer and dealer provides 
prompt, dependable service for 
the life of the unit. Your Bur- 
dick dealer is always ready to 
supply advice and service on the 
operation of Burdick equip- 
ment or demonstrate the latest 
developments in physical medi- 
cine and diagnostic devices. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
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in arthritis 
and 
allied disorders... 


nonhormonal anti-arthritic 


BUTAZOLIDIN’ 


(brand of phenylbutazone) 


relieves pain + improves function + resolves inflammation 


Employing the serum protein-polysaccharide ratio (PR) as an objective 
criterion of rheumatoid activity, it has again been shown that 
BUTAZOLIDIN “...produces more than a simple analgesic effect in 
rheumatoid arthritis.”" 


Clinically, the potency of BUTAZOLIDIN is reflected in the finding that 
57.6 per cent of patients with rheumatoid arthritis respond to the extent 
of “remission” or “major improvement.’” 


Long-term study has now shown that the failure rate with BUTAZOLIDIN 
in rheumatoid arthritis, and particularly in rheumatoid spondylitis, is 
significantly lower than with hormonal therapy.’ 


(1) Payne, R. W.; Shetlar, M. R.; Farr, C. H.; Hellbaum, A. A., and Ishmael, W. K.: J. Lab. & 
Clin. Med. 45:331, 1955. (2) Bunim, J. J.; Williams, R. R., and Black, R. L.: J. Chron. Dis. 
1:168, 1955. (3) Holbrook, W. P.: M. Clin. North America 39:405, 1955. 


Butazouipin® (brand of phenylbutazone). Red coated tablets of 100 mg. 


BuTazouioiN being a potent therapeutic agent, physicians unfamiliar with its use are urged 
to send for literature before instituting therapy. 


GEIGY PHARMACEUTICALS Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. 
si1ss In Canada: Geigy Pharmaceuticals, Montreal 
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is the symbol 
of the 


Standardized 
Tablets 
Quinidine Sulfate 


Natural 


0.2 Gram 
3 grains) 
produced by 
Davies, Rose & Co., Ltd. 


By specifying the name, the 
physician will be assured that this 


: standardized form of Quinidine 


Sulfate Natural will be dispensed 
to his patient. 


Clinical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 


Boston 18, Mass. 


Speed - Safety- Simplicity 


Three musts in office sterilization. Castle’s ‘777’? Speed- 
Clave reaches spore-killing temperatures in 4-8 minutes 
. +. no valves to turn... runs itself. Costs only $224 at 
factory. 

Want to know more? Write for free booklet “Doctor at 
Work” showing lights and sterilizers. 


---; 


Cstle LIGHTS AND STERILIZERS 


Wilmot Castle Co., 1723 E. Henrietta Rd., Rochester, N. Y. 


Prescribed by physicians throughout the world 


Have FELSOL provides safe and 
you effective relief in Asthma, 
ever Hay Fever and related bronch- 
used » ial affections. 


FELSOL 


FELSOL also relieves pain 
and fever in Arthritis, Headache, 
and other painful conditions. 


The fast action and long duration of FELSOL 
gives smooth and comforting relief. After a sin- 
gle therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, 
measurable amounts of the drug persisting 24 
hrs.” (J. Pharm. & Exper. Ther. 98:97-104, 1950) 
Each oral powder contains: 
Antipyrine .... . 0.869 gm. 


Iodopyrine . . . . . 0.031 gm. 
Citrated Caffeine . . 0.100 gm. 


Try this unique and superior product by writing for 
. free Professional Samples and Literature 


American Felsol Co. + P. O. Box 395 * Lorain, Ohio 


Available at all Drug Stores 
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best for colds 
...and pain 


—plain—t % gr. or % gr. codeine—t 150,000 units penicillin. 


Schering 
CORICIDIN 


ANALGESIC, 
ANTIHISTAMINE 
ANTIPYRETIC TABLETS 
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the only 
oral liquid penicillin 


plus antipyretic, antihistamine 


Penicillin 


Schering 


CORICIDIN | 


with 
PENICILLIN 


SOLUBLE POWDER 


Each teaspoonful (5 cc.) of the prepared solution contains: 


Penicillin G Potassium — 250,000 Units 
CHLOR-TRIMETON® Maleate —2 mg. (1/30 gr.) 
Sodium Salicylate — 112.5 mg. (1% gr.) 


and to prevent complications and relieve early symptoms of colds 


CORICIDIN® with Penicillin Tablets 
(150,000 units) 
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| The Moodbound, the Leaden-Eyed 7 
a 
» De dullad by mild depression — the lis Hess. ror VW. ¢ en ne 
cheerless. For them Oral WyAMINE offers smooth, gentle stimulation to banish the 
Jaded, to revive mettle and resolution. In therapeutic doses, Oral 
WYAMINE elevates the with little risk of amphetami 
For lasting lift without apy depression, hy or disturbance = 
Dosage: May range from 6.25 to 50 mg. daily, taken in 1 or 2 doses. Many patients experience a is ty 
diurnal variation in mood—marked by morning depression single dose | wd 
Supplied: Tablets, 25 mg. waits of 24 and bottles of 100; also, | 2.5 bottles of 100. 
Elixir, 25 mg. per 5-cc. teaspoonful, bottles of 1 pint. 


TRIcSYNAR 


Tri-Synar—through triple synergism— 
attacks smooth muscle spasm 3 ways... 
musculotropic, anticholinergic and anti- 
histaminic. Powerful parasympathetic 
sedation is possible with only small doses 
of belladonna. Side effects are decidedly 
restricted. 


TRIASYNAR tablets 


Each tablet contains: 


Powdered Extract of Belladonna*.. 4.1 mg. 
Phenyltoloxamine Dihydrogen 

Ethaverine Hydrochloride........ 20.0 mg. 


*Equivalent to 2.5 minims of tincture of 
belladonna U.S.P. 


Bottles of 100. 


Elixir TRIASYNAR 
Each teaspoonful (5 cc.) contains: 
Fluidextract of Belladonna}... . . 0.017 ml. 
Phenyltoloxamine Dihydrogen 

Ethaverine Hydrochloride......... 12.5 mg. 


tEquivalent to 2.5 minims of tincture of 
belladonna U.S.P. 


Bottles of 16 fi. oz. 
THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY 
KANKAKEE, ILLINOIS 
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OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has seen three 
generations of physicians open new offices. We 
have helped thousands equip or re-equip offices. 
Today we are a national institution with 13 ship- 
ping points, and more than 200 representatives. 
We have a definite extended payment plan tai- 
lored for you alone. Added services, such as 
equipment check lists, office planning, and loca- 
tion service are yours for the asking. Write for 
complete information. 


A. 8S. Alee Company AND SUBSIDIARIES 
1831 Olive St. St. Louis 3, Mo. 


LOS ANGELES SAN FRANCISCO SEATTLE 
MINNEAPOLIS KANSAS CITY DALLAS 


NEW ORLEANS ATLANTA WASHINGTON. D. C. 


VACCINE 


A practical immunizing antigen for prevention of 
mumps in children or adults where indicated. 
Immunizes for about one year. 
Packages: 2 cc. vial (1 immunization), 

10 ce. vial (5 immunizations). 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


PEARL RIVER, NEW YORK 
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SALINE SUSPENSION 


(HYDROCORTISONE TERTIARY-BUTYLACETATE, MERCK) 


NEW longer-acting hydrocortisone ester 
provides prolonged relief for painful joints 


HyprocorTone-T. B. A. is a very slightly soluble 
ester of hydrocortisone. Comparable dosage of this 
new ester produces a longer and more intense | 
anti-inflammatory effect than hydrocortisone ace- 
tate when injected into the synovial spaces. The 
duration of relief may be from two to ten times 
longer. 

Saline Suspension HyDROCORTONE-T. B. A. is 
particularly advantageous in the treatment of pa- 
tients with rheumatoid arthritis or osteoarthritis. 
While severely inflamed joints may require one or 
more injections a week, the milder cases may show 
benefit for as long as 8 or 9 weeks. 

Since the anti-inflammatory action is entirely 
local, HYDROCORTONE-T. B. A. may be used in con- 
junction with systemic steroid therapy as well as 
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in those patients in whom systemic therapy is 
contraindicated. 

SUPPLIED: Saline Suspension HYDROCORTONE- 
T.B.A.:25 mg./cc., vials of 5 cc.; Saline Suspension 
HYDROCORTONE Acetate: 25 mg./cc., vials of 5 cc. 
ORAL—HYDROCORTONE Tablets: 20 mg., bottles of 
25, 100, and 500 tablets; 10 mg., bottles of 50, 100, 


-and 500 tablets; 5 mg.. hottles of 50 tablets. 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INc. 
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DEVILBISS 


medium-priced 
OVERNIGHT 
VAPORIZER 


4 For dependability, safety, full 
overnight service, and moderate 
cost to the patient, you can pre- 
scribe with confidence the new 
DeVilbiss No. 145 Vaporizer. 
Backed by 37 years of vaporizer 
development, the No. 145 gener- 
ates abundant steam within two 
minutes and unit shuts off auto- 
matically when water supply is ex- 
hausted. af Complete with safe-to- 
touch aluminum tray, stabilized to 
prevent accidental overturning. 
Heating unit easily removed for 
cleaning. 


DEVILBISS 


SOMERSET, PA. 
BARRIE, ONTARIO 


ATOMIZERS - NEBULIZERS 
VAPORIZERS 


* 
~The Line the Physician Knows and Prescribes” 
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A gentle laxative modifier of milk. 
Just 1 or 2 tablespoonfuls in day's 
formula softens stools, usually over 
\ night. Promotes aciduric bacteria. Grain extrac- 
tives and potassium ions contribute to gentle 
laxation. Safe and easy to use. 


GOOD FOR GRANDMA, T00! 


Especially valuable for thin, under-par elderly patients with hard, 
dry stools. Supplies nutritional factors from rich barley malt. 
DOSE: 2 Tbs. A.M. and 2 Tbs. P.M. until stools are soft, then 1 or 
2 Ths. P.M. Take in coffee or milk. 


*Specially processed malt Send for Sample 
extract neutralized with p> BORCHERDT MALT EXTRACT CO. 


bo 
and betties Wolcott Ave., Chicago 12, Ill. 


Make Your Next Business Meeting or op 


. .. a successful combination of business, pleasure 

sal and healthful relaxation at this world-famous 
§ Spa Resort. American Plan accommodations for 
up to 500 guests. Ample 
meeting and exhibit 
space. Wonderful food, 
plus all sports and social 
activities, efficacious min- 
eral waters and baths. 
No distractions! For 
dates and bookings write 
Manager. 


THE ELMS HOTEL, Excelsior Springs, Mo. 
Telephone - Excelsior Springs 1100 
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GP for the MD this Christmas... 


as well as the student or intern on your shopping list. GP is not just an- 
other medical journal. GP is a “book of knowledge” to the man in, or 
about to enter, general practice. Every issue offers informative scientific 
articles written for easy reading, and authentically illustrated for visual 
clarity. The most appreciated gift for your professional associate, this 
Christmas, is bound to be—GP. 


-* GP Broadway at Thirty-Fourth Street + Kansas City 11 + Missouri 
: Please enter a one-year subscription to GP as my Christmas Gift to: 
(PLEASE PRINT) 


Name. 

Address. 

City, Zone, State. 
(CHECK ONE) 


: 0 ($10) Physician D ($5) Intern 0 ($5) Student 0 ($5) Resident 
— (ORDERED BY) 


Name. 
Address_ 

City, Zone, State. 

(CHECK ONE) 

Payment enclosed. OD Bill me later (Make check payable te: GP) 


Gift card should read: From. 
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Index to Products 


BOOKS 
Christmas Gift Books (Mosby) ....... 116 
Weight Control Booklet 

(National Dairy Council)....... 157 
DIETARY 
Apples (National Apple Institute). . .202 
Baby Foods (Gerber).............. 144 
Instant Sanka Coffee 

(General Foods).............. 143 
Instant S-M-A Powder (Wyeth) . .opp. 36 
Karo Syrup (Corn Products)........ 146 
Malt Soup (Borcherdt)............. 218 
EQUIPMENT 
Autoclaves (Pelton & Crane)....... 210 
B-D Multifit Syringes 

(Becton, Dickinson)........... 211 
B-D Yale Needles 

_ (Becton, Dickinson)........... 211 

Flurolamp (Hanovia).............. 210 
General Equipment (Burdick). ...... 212 
Instrument Financing (Aloe)... ... . .216 
Kodak Blue Brand Film 

opp. 134 
Speed-Clave (Wilmot Castle)........214 
Vaporizer (DeVilbiss).............. 218 
Viso-Cardiette (Sanborn)... .. . 
208 
PHARMACEUTICALS 
ABDEC Drops (Parke, Davis)... ... . 189 
Achromycin SF (Lederle)... .. . . 174-175 
16 
Amend’s Solution (Leeming)...... . . 44 
Antrenyl-Phenobarbital (Ciba)... 108-109 
Arlidin (U.S. Vitamin)............. 118 
Aureomycin SF (Lederle)... ... 180-181 
Bentyl A (Merrell)........... 2nd Cover 
Bicillin Sulfas (Wyeth)......... 178-179 
Bicillin-Vee (Wyeth).............. 185 
Biomydrin (Nepera)............... 158 
Bromural (Bilhuber-Knoll)........ . .196 
Butazolidin (Geigy)................ 213 
Cafergot-PB (Sandoz).............. 140 
Codempiral (Burroughs- 

Compocillin (Abbott).......... 120-121 
Coricidin (Schering).......... opp. 214 
Coricidin with Penicillin 


220 


PHARMACEUTICALS (cont.) 


Dayalets (Abbott)................. 209 

Deca-Vi-Sols (Mead Johnson).. .22-23, 
110-111, 128-129, 4th Cover 

Decholin with Belladonna (Ames)... .191 


Deltamide (Armour)............... 199 
Deltamide with Penicillin (Armour). .199 
Desbutal (Abbott)............... 14-15 
Desitin Lotion (Desitin)............ 159 
Dexamy] Family 

(Smith, Kline & French). . . 154-155 
4l 
Diaparene Peri-Anal (Homemakers). . 166 
Dimethylane (National Drug)... ... . 45 
Donnalate (Robins)............... 38 
Dramcillin (White)................ 156 
Drilitol (Smith, Kline & French).... 8 
Empiral (Burroughs-Wellcome). . 138-139 
172 
Ergoapiol (Martin H. Smith)....... . 205 
Erythrocin (Abbott)... .. .. 151, opp. 151 


Eskaserp Spansule 
(Smith, Kline & French)... 192, 202 


Felsol (American Felsol)........... 214 
Folbesyn (Lederle). ............... 206 
Folic Acid (American Cyanamid). . . .169 
Furadantin (Faton)................ 28 
Gantrisin (Hoffman-LaRoche)...opp. 166 
Gelusil (Warner-Chilcott).......... 48 
Gentia-Gel (Westwood)............ 200 
173 
Glu-Salgin (Warren-Teed).......... 9 
201 
HP Acthar Gel (Armour)........... 222 
Hydrocortone T.B.A. 

(Sharp & Dohme)............ .217 
Hydrospray (Sharp & Dohme)...... 37 
49 
Koromex (Holland-Rantos)......... 198 
Lanteen Jelly (Esta)........... 141, 221 
Livitamin (Massengill)............. 148 
Lotusate (Winthrop).............. 2 
Meratran B (Merrell).......... 176-177 
Metamine (Leeming)............... 194 
Metamucil (Searle)................ 1 
Meticortelone 

(Schering)... .... 122-123, 130, 206 
Miltown (Wallace)................ 187 
Monichol (Ives-Cameron)........ . . .168 
Mumps Vaccine (Lederle).......... 216 
Mysteclin (Squibb).............. 18-19 
Natalins (Mead Johnson)........... 142 
Natalins PF (Mead Johnson)........ 142 


Neocylate with Cortisone (Central)... 47 


PHARMACEUTICALS (cont.) 


Neo-Sedaphen 

(Carroll Dunham Smith)....... 190 
Neosporin (Burroughs-Wellcome).... 33 
Novahistine (Pitman-Moore).... . . 4, 161 
Obedrin (Massengill).............. 147 
Pathilon (Lederle)... 203 
Paveril Phosphate (Lilly)........... 52 


Pentothal I.V. (Abbott)... .opp. 182, 182 
Pentothal Rectal (Abbott).. 183, opp. 183 
Pen Vee Oral (Wyeth) 167, 190, 194, 198 


Perihemin (Lederle)............... 6 
Piptal (Lakeside)............ 3rd Cover 
24-25 
Polio Prophylaxis (Pitman-Moore) . . . 160 
Prenatal Capsules (Lederle)......... 195 
Protamide (Sherman).............. 153 
Pyridium (Sharp & Dohme)........ 170 
Quinidine Sulfate (Davies, Rose)... .214 
30-31 
Reucduun 184 
Rauvera (Smith-Dorsey)........... 29 
114 
RG Lecithin (Glidden Co.) ......... 162 
Rhinalgan (Doho)................. 145 
Robalate (Robins)................. 38 
Roetinic (Roerig)................. 32 
Romilar (Hoffman-LaRoche)....opp. 166 
Serpasil-Apresoline (Ciba)........ 42-43 
Serpasil-Elixir (Ciba).......... 126-127 
Silicote (Arnar-Stone)............. 188 
Stresscaps (Lederle)............... 163 
Syndrox (McNeil)............... 50-51 
Terra-Cortril (Piser) .............. 134 
Tetrabon, Tetrabon SF (Pfizer)...... 193 


Triple Sulfas (American Cyanamid).. 40 


Tri-Synar (Armour).............. 216 
Tronothane (Abbott)... ... opp. 150, 150 
Tri-Sulfanyl (U.S. Vitamin).........119 
Trophite (Smith, Kline, & French)... .197 
Unitensen (Irwin, Neisler).......... 39 
V-Cillin (Lilly)......... 26-27, 124-125 
Vi-Daylin (Abbott)............ 164-165 
Vitamin A & D Ointment (White)... .-12 
Wyamine (Wyeth)................ 215 
Xylocaine Viscous (Astra).......... 136 
Zymelose (Glidden) ............... 204 
Zymenol (Glidden) ................ 204 
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Index to Advertisers 


Abbott Laboratories . 14-15, 
24-25, 49, 120-121, 150, 
opp. 150, 151, 164-165, 

182, opp. 182, 183, 209 

A. S. Aloe Company 

American Cyanamid 


American Felsol Company.214 
Ames Company, Inc... . . .191 
The Armour Laboratories 

199, 216, 222 
Arnar-Stone Laboratories. 188 
B. F. Ascher & Company, 


Astra Pharmaceutical 
Products, Inc 

Ayerst Laboratories. . 

Becton, Dickinson & 
Company 

Bilhuber-Knoil Corpora- 
tion 


Co 
The Burdick Corporation. 212 
Burroughs Wellcome & 
Co., Inc... . . . .33, 138, 139 
Carroll Dunham Smith 
Pharmacal Company. . . 190 
Central Pharmacal Co.... 47 
Ciba Pharmaceutical 
Products .42—43, 108-109, 
126-127, 192, 200, 204, 208 
Corn Products Refining 
Company 
Davies, Rose & Co., Ltd..214 
Desitin Chemical 
..159 
De Vilbiss Company 
Doho Chemical Corp... . . 
Eastman Kodak 


Geigy Pharmaceuticals. . . 
General Foods Corporation 143 
Gerber Products 


The Glidden Company.. . 
Otis E. Glidden & Co., 


Holland-Rantos, Inc... . . 
Homemakers’ Products 

Corp 
Irwin, Neisler & Company 39 
Ives-Cameron Company . . 168 
Charles B. Knox 

Gelatine Company 
Lakeside Laboratories, 


Lederle Laboratories .6, 41, 


163, 174-175, 180-181, 
195, 203, 206, 216 
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Thos. Leeming & Co., 


Inc 
Eli Lilly and Company 
26-27, 52, 124-125 
McNeil Laboratories, 


M & R Laboratories 
The S. E. Massengill 
Company 
F. Mattern Manufacturing 
Company 
The C. V. Mosby 
Company 
Mead Johnson & 
Company.22-23, 110-111, 
128-129, 142, 4th Cover 
The Wm. S. Merrell Com- 
pany .176-177, 2nd Cover 
National Apple Institute. .202 
National Dairy Council. . . 157 
The National Drug 
Company 
Nepera Chemical 
Company 
Ortho Pharmaceutical 
Corp 
Parke, Davis & Company.189 
Pelton & Crane Company .210 
Pfizer Laboratories.106—107, 
134, 149, 171, 193 
Pitman-Moore Company 


Riker Laboratories, Inc. . .114 
A. H. Robins Co., Inc.... 38 
J. B. Roerig and 
Company, Inc....... . 
Sanborn Company 
Sandoz Pharmaceuticals. . 140 
Schering Corporation 
122-123, 130, 206, opp. 214 
G. D. Searle & Co 
Sharp & Dohme, Inc. 
37, 170, 217 
Sherman Laboratories... . 
Smith-Dorsey 
Martin H. Smith Co...... 
Smith, Kline & French 
Laboratories. .8, 154-155, 
192, 197, 202 
E. R. Squibb & Sons 


Jallace Laboratories... . 
Warner-Chilcott 
The Warren-Teed 
Products Company. ... 
Westwood Pharmaceuticals 


White Laboratories, Inc. 

12, 156, 173 
Wilmot Castle Company. .214 
Winthrop Laboratories 


Wyeth Laboratories. . . 
opp. 36, 167, 172, 178-179, 
185, 190, 194, 198, 215 


She adds her fancy: 
she looks for its delicate yet 


firm texture, cleanly scented clarity, 
and soothing, gentle lubrication, 


to your prescription facts: 
full coating; occludes as it covers 

vaginal walls; optimal spreading 

for maximum coital mixing; 

greatest spermicidal 

opportunity; blandly 

protective of the entire 

mucosal area. 

When contraception 


is indicated 
for young married couples. 


DISTRIBUTED BY GEORGE A. BREON & COMPANY, 1450 BROADWAY, NEW YORK 18, NEW YORK 
'N CANADA: E. & A. MARTIN RESEARCH LTD., 20 RIPLEY AVE., TORONTO, CANADA 
MANUFACTURED BY ESTA MEDICAL LABORATORIES, INC., CHICAGO 38, ILLINOIS 
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minimize 
adrenal 
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BY THE REGULAR PERIODIC USE OF 


Stress of surgery, accidents or infections is magni- 
fied in patients treated with cortisone, hydrocorti- 
sone, prednisone or prednisolone. Adrenal steroids, 
even in small doses, jeopardize the defense mech- 
anism against stress by causing adrenal cortical 
atrophy. Concomitant use of HP*ACTHAR Ge/ 
counteracts adrenal atrophy by its stimulant action 
on the adrenal cortex. 

Dosage recommendations for 

supportive HP*ACTHAR Gel are, inject: 


1 a. 100 to 120 U. of HP*ACTHAR Gel for every 
100 mg. of prednisone or prednisolone. 


b. 100 U. of HP*ACTHAR Gel for every 200 to 
300 mg. of hydrocortisone. 


c. 100 U. of HP*ACTHAR Ge/ for every 400 mg. 
of cortisone. 


2 Discontinue use of steroid on the day of in- 
jection. 
sHighly Purified. HP*ACTHAR Gel is The Armour Labora- 


tories brand of purified corticotropin. 
PN THE ARMOUR 
LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


Ants in the Printers’ Plants 


Bull-etin 


THE CHILD was reported in good abrasions on the right side of 
his hospital. He suffered bruises and condition Tuesday at But- 
terworth face and ankle injury, officers said——Grand Rapids 
(Mich.) Press. 


Iron Lung Included? 


For Sate—2-year-old Holstein bull, artificial breathing, gentle. 
Ph. 2234, Carlisle-—Des Moines (Iowa) Register. 


The H... Ya Say! 


Rutcers University officials announced tonight that 10 students 
have been consigned to purgatory.— Wichita (Kan.) Eagle. 


Maternity Report 


A Newport police officer was notified yesterday of the arrival 
of a son at the Newport Hospital. It came by the police radio 
system.—Tampa (Fla.) Tribune. 


What Could Be Sadder? 


Tue ExpecraTion of life at birth in the United States is 7% 
years less for nonwhite males than for whites and 9 years less 
for females Battiest and Bowlegs are places in Oklahoma.— 
Greensburg (Pa.) Review. 


What, No Soap? 

Heaputne: 1,700 Sanitary Employes Are Voted Increase in Pay— 
Chicago Tribune 

All's Hormone-ee Now 


Tue noted physician is bringing lusting results for many who 


had almost given up hope.—Clayborne (Eng.) Independent. 
Here’s How in Mexico 


LEonarDO “polio vaccine” manufactured by Garcia Perez, out on 
$400 bail for boiling a skunk’s liver in oil and practicing medicine 
without a vinegar, was patented by the license, insisted Tuesday 


that his Mexican health ministry.—Grand Rapids (Mich.) Press. 
Cooked Goose 


THE OTHER Day I discovered a way to clean out your oven when 
it has burned spots in it. Put ammonia and water in a pan and 
sit in the oven. The fumes loosen the burned spots and they 
come off easily. Mrs. W. H. R.—Dayton Daily News. 


No Sales 


Pittows. of Buoyant latex foam rubber that’s non-allergic and 
lust-free.—Ad in the New York Sunday News. 


Attention, Dr. Salk 


Tue Tampa Junior Chamber of Commerce yesterday sent a wire 
to Dr. Jonas Salk, commending him on discovering the miracle 
vaccine to combat polio. The Jaysees at their meeting the night 
before decided they were in favor of the discovery.—Tampa 
Tribune. 


Unnecessary Tip 


Crass Q allotments are based upon the number of dependents 
up to a maximum of three, so, if the birth of a child will mean 
your husband is entitled to more quarters allowance, notify him 
to take the necessary action.—Note enclosed with soldiers’ allot- 
ment checks. 
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Key to Index Abbreviations 


ed Editorial 
info pl Information Please 


tip Tips from Other Journals 


* Scientific Article 


SUBJECT INDEX 


ABDOMEN, ACUTE, medical aspects of *(Neu & Reedy), 
November, 1955, p. 93 

AsorTIon, Hasiruat (info pl), September, 1955, p. 127 

ACCIDENTS: See also Casualties ; Injuries; Wounds pre- 
vention, crusaders wanted (ed), July, 1955, p. 60 

AcIDosIs, respiratory, treatment, Diamox (tip), Sep- 
tember, 1955, p. 118 

AcroMEGALY *(Gilston), July, 1955, p. 110 

Appiction, Narcotic *(Gilston), December, 1955, 
p. 77 

Appison’s Disgase: See Adrenal Glands, cortical in- 
sufficiency 

ADOLESCENCE, adolescent cultism -(ed), December, 
1955, p. 56 

ADRENAL GLANDS 

(Addison’s disease), cortical insufficiency, treatment 
*(Izzo), December, 1955, p. 78 
hemorrhage, acute (Waterhouse-Friderichsen Syn- 

drome) (info pl), September, 1955, p. 128 

Am Conprrionine, effect on bacterial content of air 
(tip), November, 1955, p. 118 

ALBUMINURIA, significance of (info pl), November, 
1955, p. 126 

ALLERGY, gastrointestinal, in infancy (info pl), July, 
1955, p. 121 
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JULY, 1955 THROUGH DECEMBER, 1955 


Index to Volume Twelve 


AMERICAN ACADEMY OF GENERAL PRACTICE 


Assembly (1956) 
program announced, October, 1955, p. 157 
Building Fund 
campaign continued, August, 1955, p. 151 
state chapters continue drives, December, 1955, 
p. 128 
Presidential Address 
(Hildebrand), August, 1955, p. 127 
Profiles 
Anderson, C. W., August, 1955, p. 140 
Baumgartner, E. I., September, 1955, p. 154 
Haines, A. S., November, 1955, p. 146 
Phelps, M. E., July, 1955, p. 148 
Simonton, F. H., December, 1955, p. 112 
Sproul, W. M., October, 1955, p. 156 
Reports 
Commission on Legislation and Public Policy 
(The Social Security Parade), November, 1955, 
p- 139 
executive secretary (Cahal), July, 1955, p. 137 
AMERICAN COLLEGE OF SuRGEONS, ACS sees the light 
(ed), September, 1955, p. 56 
AMYOTROPHIC LATERAL SCLEROSIS, multiple sclerosis and 
(tip), August, 1955, p. 112 
ANEMIA: See also Anemia, Pernicious 
iron deficiency (tip), October, 1955, p. 137 
nontropical sprue (tip), July, 1955, p. 120 
ovalocytosis, hereditary (tip), August, 1955, p. 106 
treatment, cobalt (info pl), July, 1955, p. 122 
ANEMIA, PERNICIOUS 
in retrospect (ed), September, 1955, p. 57 
treatment (ed), September, 1955, p. 55 
Ancina Psctoris: See Arteries, Coronary 
ANTIBIOTICS: See under specific names 
ANTICOAGULANTS, long-term anticoagulant therapy 
(tip), September, 1955, p. 120 
Aorta, ABDOMINAL, aneurysms, arteriosclerotic *(Han- 
son & Denman), December, 1955, p. 69 
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ApopLexy, CEREBRAL, “strokes,” diagnosis of (ed), 
August, 1955, p. 54 

ARM, pain, chronic, office care of *(Cozen), October, 
1955, p. 75 

ARTERIES, CEREBRAL 


arteriosclerosis, pathology (tip), November, 1955, 


p. 122 
carotid artery, disease of (tip), August, 1955, p. 113 
congenital cerebral aneurysm (tip), September, 

1955, p. 119 
ligation, effects (tip), December, 1955, p. 93 
posterior cerebellar artery syndrome (info pl), Aug- 
ust, 1955, p. 116 

ARTERIES, CORONARY 

Angina Pectoris, quinine for (tip), July, 1955, p. 
111 

angina pectoris, treatment pentaerythritol tetra- 
nitrate (PETN) (tip), July, 1955, p. 112 

arteriosclerosis, exercise and serum lipids (ed), De- 
cember, 1955, p. 56 

Myocardial Infarction, chest pain after (tip), Aug- 
ust, 1955, p. 114 

myocardial infarction, common 
*(Clagett), July, 1955, p. 93 

myocardial infarction, death from (tip), December, 
1955, p. 91 

myocardial infarction, digitalis in (tip), August, 
1955, p. 111 

myocardial infarction, painless (ed), November, 
1955, p. 53 

myocardial infarction, postoperative (tip), Novem- 
ber, 1955, p. 117 

myocardial infarction, President Eisenhower’s ill- 
ness (ed), December, 1955, p. 53 

ARTERIOSCLEROSIS: See also Arteries, Cerebral; Ar- 
teries, Coronary peripheral, venous pressure dur- 
ing exercise (tip), October, 1955, p. 135 
ARTERY, MESENTERIC, thrombosis, massive resection of 
(tip), November, 1955, p. 115 
ARTERY, SPLENIC, aneurysm (tip), July, 1955, p. 116 
ARTHRITIS, RHEUMATOID 
rehabilitation, panel on *(Lowman & others), 
November, 1955, p. 69 

treatment, metacortandracin and delta 1 dehydro- 
hydrocortisone *(Spies & others), July, 1955, 
p. 73 

treatment, phenylbutazone (tip), July, 1955, p. 
111 

AscarIasIs, infestations in children *(Gullatt), Octo- 

ber, 1955, p. 98 

ASTHMA 

treatment, bronchodilators (tip), October, 1955, p. 
133 

treatment, steroids (tip), October, 1955, p. 135 


complications 
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Ato. 
leukemia in Hiroshima survivors (tip), July, 1955, 
p- 112 
leukemia in survivors of atomic bombing (tip), De- 
cember, 1955, p. 92 
radioactive fallout (tip), December, 1955, p. 91 


Bep, Tmt1nc, ApsusTABLE (tip), October, 1955, p. 108 
Bre Ducts 
abnormalities (tip), October, 1955, p. 130 
bile drainage (tip), November, 1955, p. 116 
Biapper, Urinary: See also Urinary System 
tumors, treatment, intracavitary radiocobalt (tip), 
July, 1955, p. 114 
Bioop Pressure: See Hypertension, Arterial 
Bioop TRANSFUSION 
dangers (ed), October, 1955, p. 53 
incompatible, coagulation after (tip), August, 1955, 
p. 109 
Bone Marrow 
biopsy in bone cancer (tip), December, 1955, p. 100 
myeloid metaplasia with myelosclerosis (tip), Octo- 
ber, 1955, p. 132 
Bons, cancer, metastatic, diagnosis by marrow 
biopsy (tip), December, 1955, p. 100 
BREAST 
Cancer, anemia in (tip), November, 1955, p. 114 
cancer, in children (tip), December, 1955, p. 98 
cancer, mastectomy, simple, role of (tip), Septem- 
ber, 1955, p. 121 
nipple ducts, papillomatosis of (tip), September, 
1955, p. 124 
thrombophlebitis of breast veins (tip), November, 
1955, p. 119 
BRONCHIECTASIS, treatment, surgical, results (tip), 
November, 1955, p. 120 
Broncuitis, hemoptysis due to (tip), November, 1955, 
p. 121 


Caucium, Bioop, hypercalcemia, EDTA in the treat- 
ment of (tip), October, 1955, p. 138 
METAsouisM, disturbances of, milk-alkali syn- 
drome (tip), August, 1955, p. 106 
Cancer: See also under organ or region affected 
antibodies in cancer patients (tip), October, 1955, 
p- 131 
dread disease (ed), December, 1955, p. 55 
hope for “hopeless” (ed), July, 1955, p. 60 
implantation during surgical procedures (tip), 
August, 1955, p. 110 
treatment, radioactive gold (tip), July, 1955, p. 114 
Carpiac TAMPONADE (tip), September, 1955, p. 124 
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Casualties, severely injured (tip), September, 1955, 
p. 124 
Cat Scratcu Diszase 
skin tests (tip), July, 1955, p. 119; (tip), December, 
1955, p. 94 
CEREBRAL ARTERIES: See Arteries, Cerebral 
Cupren: See also Infants 
accident prevention, crusaders wanted (ed), July, 
1955, p. 60 
ascariasis (dog roundworm infestations) *(Gullatt), 
October, 1955, p. 98 
cancer of breast (tip), December, 1955, p. 98 
heart murmurs, innocent, diagnosis *(Rhodes), 
August, 1955, p. 69 
inguinal hernia, bilateral, herniotomy (tip), Novem- 
ber, 1955, p. 116 
meningitis, nontuberculous bacterial, in infants and 
children *(Burke & others), November, 1955, p. 
98 
neuroblastoma (tip), December, 1955, p. 100 
washing machine wringer injuries in children *(Luck 
& Maddux), November, 1955, p. 87 
CHLORAMPHENICOL (Chloromycetin), effects of large 
doses (tip), November, 1955, p. 124 
CHLOROMYCETIN: See Chloramphenicol 
CHLORPROMAZINE (Thorazine), jaundice from (tip), 
December, 1955, p. 96 
CHOLECYSTECTOMY: See Gallbladder 
Cuotecystitis: See Gallbladder 
CuristMas MessacE (ed), December, 1955, p. 57 
Derense, make civil defense definite (ed), Aug- 
ust, 1955, p. 56 
Cosatt, more about (ed), November, 1955, p. 55 
Courtis, CHronic ULcerativeE (tip), September, 1955, 
p- 117 
CoLon 
diverticulitis, hemorrhage in (tip), October, 1955, 
p. 130 
suprahepatic interposition of *(Katz), December, 
1955, p. 68 
Coton OpsstructTioNn (tip), September, 1955, p. 123 
ConTRACTuRE, DupuyTREn’s (info pl), October, 1955, 
p. 141 
Coronary ARTERIES: See Arteries, Coronary 
Cor Putmonate: See Heart, disease (pulmonary) 
CORTISONE 
complications, surgical, from (tip), August, 1955, 
p. 108 
therapy, adrenal function following (tip), July, 1955, 
p. 120 


DEFENSE: See Civil Defense 
DERMATOSES, treatment, hydrocortisone ointment, clin- 
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ical evaluation of *(Mullins & Shapiro), Novem- 
ber, 1955, p. 59 
Diasetes INsipipus, treatment (info pl), July, 1955, 
p. 123 
D1aGnosis 
“tart” of (ed), September, 1955, p. 54 
‘bedside, a lost art (ed), December, 1955, p. 57 
is never easy (ed), November, 1955, p. 55 
Diryrone (Novaldin) (info pl), July, 1955, p. 123 
DrverticuLuM: See Colon 
Drowninc: See Submersion Syndrome 
Drucs, atypical mood reactions to (ed), July, 1955, 
p- 58 
DrucstorE OwnersuiP (info pl), November, 1955, 
p. 126 
DuopenuM, congenital megaduodenum (tip), Sep- 
tember, 1955, p. 121 


Ear, the “plugged” *(Burnham), September, 1955, 
p- 70 
Economics 
Life Insurance 
what is your ‘insurance quotient’? (Hunt), No- 
vember, 1955, p. 142 
Economics, MEDICAL 
Commission on Legislation and Public Policy 
social sécurity parade, the (special report), No- 
vember, 1955, p. 139 
insurance forms, standard, developed by Health 
Insurance Council (HIC), November, 1955, p. 157 
rationale of fees (Marks, December, 1955, p. 101 
social security for doctors (ed), November, 1955, 
p. 53 
the layman’s stake in medicine (Hodges), Septem- 
ber, 1955, p. 145 
Epema: See also under names of specific organs 
resistant, relief of (tip), August, 1955, p. 112 
treatment (info pl), July, 1955, p. 121 
EpucaTion, MEDICAL 
county medical society meetings (ed), September, 
1955, p. 53 
general practice, education and privileges (ed), De- 
cember, 1955, p. 53 
general practice residency, planning a (Dix), Aug- 
ust, 1955, p. 135 
general practitioners’ duty as medical teachers 
(Purtell), July, 1955, p. 145 
interns, recruitment of (ed), August, 1955, p. 53 
Errusions, TuBERCULOUS, age distribution (tip), July, 
1955, p. 117 
Contractures, following infusions (tip), Octo- 
ber, 1955, p. 135 
EmBouisM, Fat, puerperal (tip), December, 1955, p. 100 
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EmpouisM, Putmonary: See also Thrombophlebitis 
*(Hussey & Katz), August, 1955, p. 59 
inferior vena cava ligation (tip), September, 1955, 
p. 122 
EMPHYSEMA, PULMONARY, treatment, pneumoperitone- 
um (tip), August, 1955, p. 106 
ENnDocarpITIS, BACTERIAL 
staphylococcal (tip), August, 1955, p. 105 
therapy, short-term (tip), November, 1955, p. 124 
Esopuacus, stricture, treatment of (tip), November, 
1955, p. 119 
EustacHian Tuse, the “plugged” ear *(Burnham), 
September, 1955, p. 70 
EYE 
foreign-body sensation in *(Caccamise), October, 
1955, p. 85 
hemorrhage, subconjunctival (info pl), December, 
1955, p. 89 


Fret, newborn’s (info pl), August, 1955, p. 115 
FINGERNAILS 
brittle nails, treatment of (tip), August, 1955, p. 114 
koilonychia, significance of (info pl), September, 
1955, p. 127 
Foon, sensitivity to (info pl), December, 1955, p. 89 


GALLBLADDER: See also Bile Ducts 
cancer of (tip), September, 1955, p. 122 
cholecystectomy, diarrhea after (info pl), Novem- 
ber, 1955, p. 125 
cholecystectomy in Adams-Stokes disease (tip), 
August, 1955, p. 112 
cholecystitis, surgical treatment of (tip), August, 
1955, p. 113 
GattsTonE ILEus (tip), October, 1955, p. 130 
Gamma Gtiosutin DyspRoTEINEMIA, present status of 
*(Gilston), September, 1955, p. 88 
GastRECTOMY, By» deficiency after (tip), October, 1955, 
p- 140 
Gastric: See Gastritis; Stomach 
Gastritis, clinical implications of *(Palmer), Sep- 
tember, 1955, p. 79 
GASTROINTESTINAL TRACT: See also Abdomen, Acute; 
Duodenum;; Gastritis; Intestine; Stomach 
allergy in infancy (info pl), July, 1955, p. 121 
hemorrhage, in leukemia (tip), July, 1955, p. 114 
hemerrhage, massive, causes (tip), November, 1955, 
p. 116 
hemorrhage, upper gastrointestinal (tip), Septem- 
ber, 1955, p. 121 
GeneRAL Practice: See also Medical Practice; Rural 
Practice 
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a dedication in place of an orchid (ed), November, 
1955, p. 57 
education and privileges (ed), December, 1955, p. 53 
GiaucoMA PatiENnT, the (somatopsychic conference) 
*(Hollender, editor), August, 1955, p. 72 
GLOMERULONEPHRITIS, CHRONIC, climate for chronic 
nephritis (info pl), November, 1955, p. 125 
GLOMERULOSCLEROSIS, INTERCAPILLARY (Kimmelstiel- 
Wilson Syndrome) (tip), October, 1955, p. 138 
Gorrer, NODULAR 
low-iodine thyroid tumors (tip), October, 1955, p. 
132 
morbidity of *(James), September, 1955, p. 72 
Gorrrr, Toxic, treatment, radioiodine (tip), October, 
1955, p. 129 
Gop, Raproactive, use of (info pl), August, 1955, p. 
116 
GP Quiz, July, 1955, p. 124 


pain, chronic, office care of *(Cozen), October, 
1955, p. 75 
tendon grafts, digital flexor (tip), December, 1955, 
p- 96 
Hanp Inrections (tip), August, 1955, p. 109 
Hanpepness, this left-handed world (Hostetter), July, 
1955, p. 146 
HEADACHE, TENSION *(Freed), August, 1955, p. 91 
Heattn, Pustic, community health program, general 
practitioner and *(Warthen & others), July, 
1955, p. 90 
Heart: See also specific valve lesions 
Arrhythmias 
auricular flutter, meperidine (Demerol) and (tip), 
October, 1955, p. 136 
bundle branch block, bilateral (tip), October, 
1955, p. 140 
heart block, cholecystectomy in Adams-Stokes 
disease (tip), August, 1955, p. 112 
Disease (congenital), in mental defectives (tip), 
July, 1955, p. 113 
disease, diagnosis, don’t forget your stethoscope 
*(Harvey & Segal), October, 1955, p. 90 
disease, endocardial fibroelastosis (tip), October, 
1955, p. 139 
disease, idiopathic cardiac hypertrophy (tip), Sep- 
tember, 1955, p. 120 
disease (pulmonary), heart failure in acute respira- 
tory infections (tip), July, 1955, p. 112 
disease (rheumatic), hemosiderosis, pulmonary, in 
*(Katz), November, 1955, p. 113 
murmurs, innocent, diagnosis in children *(Rhodes), 
August, 1955, p. 69 
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rupture, repair of (tip), July, 1955, p. 119 
tumors, myxoma of left atrium (tip), October, 1955, 
p- 140 
Heart Faure, treatment, corticotropin (tip), Sep- 
tember, 1955, p. 126 
HEMOSIDEROSIS, PULMONARY, in rheumatic heart dis- 
ease *(Katz), November, 1955, p. 113 
Hernia, EsopHaceat Hiarat (tip), September, 1955, 
p- 123 
Hernia, Incuinat, bilateral herniotomy in children 
(tip), November, 1955, p. 116 
Herpes Simptex, Inrection *(Scott), September, 1955, 
59 
Histoptasmosis, H. capsulatum, growth of (tip), No- 
vember, 1955, p. 120 
Hospirats, accreditation, demand for, increased (ed), 
December, 1955, p. 54 
HypraMnios (tip), July, 1955, p. 119 
Hyprautic Lirt (tip), July, 1955, p. 113 
HypbROcELE, treatment (info pl), October, 1955, p. 141 
HyprocorTIsONE OINTMENT, clinical evaluation of 
*(Mullins & Shapiro), November, 1955, p. 59 
HYPERTENSION, ARTERIAL 
reserpine in hypertensive emergencies (tip), Sep- 
tember, 1955, p. 119 
treated, circulation in (tip), November, 1955, p. 118 
treatment, surgical (tip), November, 1955, p. 117 
HyporHeERMIA (tip), September, 1955, p. 125 


INDIGESTION, symptomatic treatment (tip), October, 
1955, p. 139 
INFANTS: See also Children 
meningitis, nontuberculous bacterial, in infants and 
children *(Burke & others), November, 1955, 
p- 98 
newborn, environment for (info pl), September, 
1955, p. 128 
newborn’s feet (info pl), August, 1955, p. 115 
pneumothorax in newborn (tip), December, 1955, 
97 
Inrections, Hosprrat (tip), October, 1955, p. 137 
INHALATIONAL THERAPY 
dangers, high-humidity infections (tip), October, 
1955, p. 136 
water vs. Alevaire (tip), October, 1955, p. 131 
InsurtEs: See also Accidents; Casualties; Wounds; 
under specific organ or region 
washing machine wringer injuries in children *(Luck 
& Maddux), November, 1955, p. 87 
INTERNS, recruitment of (ed), August, 1955, p. 53 
INTESTINAL OBSTRUCTION, gallstone ileus (tip), Oc- 
tober, 1955, p. 130 
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INTESTINAL Potyposis, melanin spots in (tip), October, 
1955, p. 134 

INTESTINE, massive resection of (tip), November, 1955, 
p. 115 

INTUSSUSCEPTION (tip), August, 1955, p. 111 

INTUSSUSCEPTION, JEJUNOGASTRIC (tip), November, 
1955, p. 117 

Iron, SERUM, hepatic injuries (tip), September, 1955, 
p- 122 


JAUNDICE 
chlorpromazine (tip), December, 1955, p. 95 
diagnosis of *(Brown), July, 1955, p. 63 
due to duodenal ulcer (tip), October, 1955, p. 
136 
Joints: See Arthritis, Rheumatoid; under names of 
specific joints 


Kipneys, renal disease, management of *(Jaenike), 
October, 1955, p. 121 

SynpROME: See Glomerulo- 
sclerosis, Intercapillary 

Komonycuia: See Fingernails 


LEAD PoIsONING 
a fresh coat of paint (ed) September, 1955, p. 54 
diagnostic indications *(Gilston), September, 1955, 
p- 95 
treatment (tip), August, 1955, p. 105 
LEUKEMIA 
gastrointestinal hemorrhage in (tip), July, 1955, p. 
114 
Hiroshima survivors (tip), July, 1955, p. 112 
preleukemic phase (tip), October, 1955, p. 129 
survivors of atomic bombing (tip), December, 1955, 
p- 92 
treatment of *(Coleman & Swisher), August, 1955, 
p- 97 
Liver: See also Jaundice 
Cancer, hepatectomy for (tip), November, 1955, p. 
118 
cancer, primary (tip), August, 1955, p. 112 
Cirrhosis, upper gastrointestinal hemorrhage (tip), 
September, 1955, p. 121 
hepatic injuries, serum iron in (tip), September, 
1955, p. 122 
hepatitis (infectious), school outbreak (tip), Octo- 
ber, 1955, p. 139 
hepatitis (viral), chronic form (ed), November, 1955, 
p- 56 
tests of function *(Matlin), December, 1955, p. 62 
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LuNGs 
biopsy (tip), December, 1955, p. 98 
Cancer, bronchogenic, angiocardiography and (tip), 
July, 1955, p. 117 
cancer, diagnosis (tip), August, 1955, p. 107 
cancer, diagnostic signs *(Gilston), November, 
1955, p. 86 
cancer, early recognition of pulmonary neoplasms 
*(Brindley), October, 1955, p. 62 
cancer, inoperable pulmonary, treatment (tip), 
July, 1955, p. 115 
cancer, more about cigarettes (ed), August, 1955, p. 
55 
cancer, survey detection of (tip), September, 1955, 
p. 125 
cancer, treatment of (tip), October, 1955, p. 133 
disease, associated with gastric ulcer (tip), October, 
1955, p. 137 
edema (tip), July, 1955, p. 115 
fibrosis, diffuse interstitial (Hamman-Rich Syn- 
drome) *(Katz), August, 1955, p. 81 
hemosiderosis, pulmonary, in rheumatic heart dis- 
ease* (Katz), November, 1955, p. 113 
nodule, asymptomatic (tip), October, 1955, p. 138 
pseudocavities on roentgenography (tip), Novem- 
ber, 1955, p. 114 
Lupus EryTHEeMATosus DissEMINATUS 
hydralazine and (tip), December, 1955, p. 98 
Lupus Erythematosus Phenomenon 
penicillin reaction (tip), July, 1955, p. 112 
LYMPHEDEMA, treatment (tip), December, 1955, p. 88 


MEDIASTINUM 
tuberculosis (tip), December, 1955, p. 94 
tumors, “‘germinal” (tip), August, 1955, p. 105 
Mepicau Practice: See also Rural Practice 
Committee on Medical Practices (AMA) Report 
the planned economy of medical practices, July, 
1955, p. 176 
which foot, which shoe—and why?, October, 
1955, p. 154 
efficiency experts available (ed), July, 1955, p. 58 
every physician has limitations (Rittelmeyer), 
August, 1955, p. 57 
more leisure through organization (Jarvis), Septem- 
ber, 1955, p. 139 
night call (ed), October, 1955, p. 56 
receptionist-secretaries, rules for doctors (Fair), 
August, 1955, p. 133 
MepicinE, INDUSTRIAL, occupational disease control, 
general practitioner in *(Miller), August, 1955, 
p. 85 
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MELANOMA, malignant, radical prophylactic gland dis- 
section (tip), December, 1955, p. 95 
MEninNeITISs, bacterial, nontuberculous, in infants and 
children *(Burke & others), November, 1955, p. 
98 
MeEnTAL DisorDERS 
agitation, senile, treatment, chlorpromazine *(Set- 
tel), December, 1955, p. 74 
briefs in psychotherapy, X *(Cavanagh), September, 
1955, p. 78 
congenital heart disease in mental defectives (tip), 
July, 1955, p. 113 
depression, treatment of (info pl), August, 1955, 
p. 116 
Mitk-ALKALI SYNDROME (tip), August, 1955, p. 106 
MITRAL VALVE 
Stenosis, a valuable sign in (tip), July, 1955, p. 112 
stenosis, restenosis of mitral valve (tip), August, 
1955, p. 114 
stenosis, treatment, surgical (tip), October, 1955, 
p- 136 
stenosis, treatment, surgical (tip), November, 1955, 
p- 121 
Moncouism *(Gilston), August, 1955, p. 90 ; 
Moniiasis, treatment, nystatin (tip), November, 1955, 
p- 122 
MONONUCLEOSIS, INFECTIOUS 
chemotherapy (info pl), November, 1955, p. 126 
transmission: what’s in a kiss? (ed), August, 1955, 
p- 55 
Mumps 
immunity (tip), July, 1955, p. 113 
treatment, in the adult (info pl), December, 1955, 
p- 90 
Myetomw Meraptasia, with myelosclerosis (tip), Oc- 
tober, 1955, p. 132 
MyocarpiAL InrarcTion: See Arteries, Coronary 
Myocarpitis, trichinosis with (tip), August, 1955, 
p- 114 


NEUROBLASTOMA, in childhood (tip), December, 1955, 
p- 100 

Nevus, unilateral linear (info pl), December, 1955, 
p- 90 


Osesiry, weight reduction made easier (ed), October, 
1955, p. 54 
Osstetrics: See also Pregnancy 
analgesia during childbirth (info pl), October, 1955, 
p- 142 
breech, faced with a *(Barnes), October, 1955, p. 
59 
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maternity clinic in midwife territory (Harrell), Sep- 
tember, 1955, p. 150 
Ovatocyrosis, HEREDITARY (tip), August, 1955, p. 106 


PANCREATITIS, acute and chronic, treatment of 
*(Kelley), November, 1955, p. 105 
Pancreatitis, ACUTE HEMORRHAGIC, treatment, corti- 
sone (tip), August, 1955, p. 112 
PANNICULITIS, nonsuppurative relapsing (info pl), De- 
cember, 1955, p. 90 
PARATHION POISONING (tip), July, 1955, p. 118 
Patcu TeEsTiING, technique (info pl), November, 1955, 
p- 126 
Pepiatrics: See Children; Infants 
Penci Wounp, treatment of (info pl), November, 1955, 
p- 125 
PENICILLIN, reaction, L. E. phenomenon in (tip), July, 
1955, p. 112 
Penicittin Reactions (tip), October, 1955, p. 133 
Penis, adhesions of skin to glans *(Hackie), August, 
1955, p. 104 
Peptic ULcer 
jaundice due to duodenal ulcer (tip), October, 1955, 
p. 136 
recurrent (tip), August, 1955, p. 110 
the “ulcer type” (ed), November, 1955, p. 54 
treatment, vagotomy (info pl) , September, 1955, p. 127 
PekicarDIAL Errusion, electrical alternans in (tip), 
November, 1955, p. 122 
PERICARDITIS, CONSTRICTIVE, etiologic factors (tip), 
December, 1955, p. 94 
PerIcaRDIUM, celomic cyst *(Katz), July, 1955, p. 92 
Perrroniris, Bre (tip), August, 1955, p. 108 
Personauitigs (In The Medical News) 
Balfour, D. C., July, 1955, p. 34 
Bishop, R. H., Jr., July, 1955, p. 35 
Bugher, J. C., August, 1955, p. 34 
Draper, W. F., November, 1955, p. 34 
Folsom, M. B., August, 1955, p. 35 
Houser, T. V., October, 1955, p. 34 
Hunt, H. C., October, 1955, p. 35 
Ivy, A. C., September, 1955, p. 34 
Keefer, C. S., July, 1955, p. 34 
Menninger, K. A., December, 1955, p. 35 
Menninger, W. C., December, 1955, p. 35 
Murphy, F. D., December, 1955, p. 34 
Niederberger, K., November, 1955, p. 34 
Routley, T. C., August, 1955, p. 34 
Russek, H. I., October, 1955, p. 34 
Shannon, J. A., September, 1955, p. 34 
Theorell, A. H., December, 1955, p. 34 
Wettstein, A., September, 1955, p. 35 
White, P. D., November, 1955, p. 35 
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Pertussis VACCINE, reaction to (info pl), August, 1955 
p- 115 
PHYSICIANS 
Health 
for the life beyond (ed), July, 1955, p. 60 
PLANTAR REGION, tumors (tip), July, 1955, p. 117 
PiasMA ExPANDERS, use in combat casualties (tip), 
August, 1955, p. 110 
Pieura, mesothelioma, localized fibrous *(Katz), Octo- 
ber, 1955, p. 119 
PLEURAL Errusion, outcome of (tip), December, 1955, 
96 
PNEUMONIA, FRIEDLANDER’S *(Katz), September, 1955, 
p- 90 
Pneumonia, Lipor (tip), December, 1955, p. 95 
PNEUMOTHORAX, in newborn infant (tip), December, 
1955, p. 97 
PNEUMOTHORAX, SPONTANEOUS *(Storey & Berte), 
November, 1955, p. 62 
POLIOMYELITIS 
acute anterior, prevention, polio: retrospect and 
prospect (ed), July, 1955, p. 57 
acute’ anterior, Uncle Wilfred and ‘The Salk 
Story” (ed), September, 1955, p. 55 
infection, mechanisms (tip), November, 1955, p. 
122 . 
PotyarTeritis Noposa *(Runyan & Beebe), October, 
1955, p. 101 
Po.ycyTHEMIA VERA, treatment with P® (tip), Novem- 
ber, 1955, p. 115 
PoputatTion, Wortp, malignant man (ed), October, 
1955, p. 55 
Practice: See General Practice; Medical Practice; 
Rural Practice 
PREGNANCY: See also Obstetrics 
calcium during (info pl), September, 1955, p. 128 
hyperthyroidism during (info pl), September, 
1955, p. 128 
PREGNANCY, PosturAL SHock (tip), July, 1955, p. 118 
ProsTaTE GLAND 
biopsy, diagnostic accuracy of (tip), November, 
1955, p. 116 
cancer, radioactive gold for (tip), September, 1955, 
p. 118 
hypertrophy, benign (info pl), July, 1955, p. 122 
PsrrTacosis 
for birds and people (ed), July, 1955, p. 59 
prevalence, increase (tip), October, 1955, p. 131 
Pusuic Heatru: See Health, Public 
Pusiic RELATIONS 
in rebuttal (ed), November, 1955, p. 57 
Kentucky State Medical Association 
new lyrics to an ageless tune (ed), December, 
1955, p. 55 
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Py.okus, hypertrophy in adults (tip), December, 
1955, p. 94 


RADIATION SICKNESS, treatment, corticotropin (tip), 
July, 1955, p. 111 
REHABILITATION, health resources, conservation of 
(ed), August, 1955, p. 56 
RESEARCH, needed: unrelenting skepticism (ed), Oc- 
tober, 1955, p. 57 
RESERPINE, PARENTERAL (tip), August, 1955, p. 114 
RETROPERITONEAL Tumors (tip), December, 1955, p. 
99 
Rueumatic Fever: See also Heart, disease (rheumatic) 
prevention, cortisone, corticotropin, aspirin (aspirin 
is cheaper) (ed), July, 1955, p. 61 
prevention, penicillin in Boston harbor (ed), Octo- 
ber, 1955, p. 56 
RHINOPHYMA, treatment of (info pl), October, 1955, p. 
142 
Rincwors, of feet (tip), November, 1955, p. 120 
Rocky Mountain Sporrep Fever Vaccine (info pl), 
October, 1955, p. 141 
RuRAL PRACTICE 
a rural way of life (ed), September, 1955, p. 53 
challenge of *(Guyther), August, 1955, p. 82 
study of one rural practice, 1953 *(Taubenhaus), 
September, 1955, p. 97 


SALICYLATE POISONING, treatment by hemodialysis 
(tip), December, 1955, p. 99 
SALMONELLOSIS, diagnosis (tip), December, 1955, p. 98 
SARCOIDOSIS 
diagnostic signs *(Gilston), October, 1955, p. 74 
etiology (tip), August, 1955, p. 105 
Scatp Wowunps, traumatic, treatment of *(Frohman), 
July, 1955, p. 79 
Scuitter Test: See Uterine Cervix, cancer 
SCLERODERMA *(Butler), September, 1955, p. 103 
Scierosis, MULTIPLE, amyotrophic lateral sclerosis and 
(tip), August, 1955, p. 112 
Sex Hyereng, books on (info pl), July, 1955, p. 123 
SHOULDER-HAND SYNDROME, prevention of *(Leichten- 
tritt), September, 1955, p. 108 
Smcosis, cavitation in anthracosilicosis (tip), Septem- 
ber, 1955, p. 119 
Skin, rash, diagnosis (info pl), October, 1955, p. 142 
Skin Grarts 
homologous, circulation and (tip), July, 1955, p. 116 
paper back skin grafts (tip), October, 1955, p. 134 
treatment of donor sites (tip), December, 1955, p. 99 
Sxuut, Curonic Osreitis (tip), December, 1955, p. 92 
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SMOKING, more about cigarettes (ed), August, 1955, 
p. 55 
Sote: See Plantar Region 
SPECIALIZATION, general practice prior to (ed), October, 
1955, p. 53 
Spinat Corp, cervical cord compression by disk (tip), 
November, 1955, p. 103 
SpinE, intervertebral disk syndrome (info pl), July, 
1955, p. 121 
SPLENIC AsPIRATION (tip), September, 1955, p. 117 
Sprug, NonrropicaL, anemia (tip), July, 1955, p. 120 
SraPHyLococcl, erythromycin-resistant (tip), July, 
1955, p. 120 
STOMACH 
carbonated water and gastric functions (tip), No- 
vember, 1955, p. 124 
polyps, benign (tip), July, 1955, p. 120 
ulcer, gastric, acute (tip), September, 1955, p. 122 
ulcer, gastric, and pulmonary disease (tip), October, 
1955, p. 137 
SUBMERSION SYNDROME (tip), July, 1955, p. 111] 
SurGery: See also under specific diseases, organs and 
operations 
better surgery (tip), August, 1955, p. 106 
changing standards (ed), July, 1955. p. 61 
some experiences of an occasional operator *(Duer), 
September, 1955, p. 91 
SuRGERY, CaRDIAC, open (tip), September, 1955, p. 126 
SurcicaL Operations, ExpLoratory, the surgeon 
takes a knife (ed), October, 1955, p. 55 
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TENDONS, tendon grafts, digital flexor (tip), December, 
1955, p. 96 
TesTICLEs, undescended (info pl), July, 1955, p. 122 
TESTOSTERONE, clinical use of *(Hinman), July, 1955, 
p. 82 
TETANUS 
prophylaxis (tip), September, 1955, p. 118 
prophylaxis in dog bite (info pl), October, 1955, 
p- 141 
TETRACYCLINE (Achromycin), levels in blood and spinal 
fluid after intramuscular administration (tip), 
November, 1955, p. 122 
THORAZINE: See Chlorpromazine 
‘THROMBOPHLEBITIS 
breast veins (tip), November, 1955, p. 119 
idiopathic (tip), October, 1955, p. 129 
iliac vein thrombosis (tip), November, 1955, p. 123 
vascular complications of long trips (ed), September, 
1955, p. 57 
vena cava, inferior, ligation (tip), September, 1955, 
p- 122 
THyMoma (tip), July, 1955, p. 118 
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Tuymus G1ianp, neoplasms following thymic irradia- 
tion (tip), November, 1955, p. 114 
Tuyrow Gianp: See Goiter, Nodular; Goiter, Toxic; 
Thyroiditis 
Tuyroiitis, struma lymphomatosa (tip), October, 
1955, p. 134 
Tuyroroxicosis: See Goiter, Toxic 
TonsmLectomy, influence on respiratory infections 
(tip), October, 1955, p. 137 
Torticotuis, Muscutar, diagnosis and treatment 
*(Lidge & Bechtol), December, 1955, p. 58 
Torat. Patient Care *(Ashenburg), September, 1955, 
p- 111 
Tremor, Herepirary (tip), December, 1955, p. 96 
TRICHINOSIS, with myocarditis (tip), August, 1955, 
p- 114 
Tricuspi VALVE INSUFFICIENCY, diagnosis (tip), Sep- 
tember, 1955, p. 126 
Tusercutosis, MeEpIAsTINAL (tip), December, 1955, 
p. 94 
Tusercutosis, Mmiary, pulmonary calcification in 
(tip), December, 1955, p. 92 
TUBERCULOSIS, PLEURAL, age distribution of (tip), July, 
1955, p. 117 
‘TUBERCULOSIS, PULMONARY 
after-history of moderately advanced (tip), October, 
1955, p. 140 
hemorrhage, fatal (tip), August, 1955, p. 107 
treatment, potassium para-aminosalicylate (KPAS) 
(tip), August, 1955, p. 105 
treatment, testosterone (tip), July, 1955, p. 111 
treatment, viomycin (tip), July, 1955, p. 118 
tuberculous pneumonia due to resistant organisms 


(tip), July, 1955, p. 112 


Uncie WILFRED 
on definitions of psychosis and neurosis (ed), No- 
vember, 1955, p. 55 
**The Salk Story,” and (ed), September, 1955, p. 55 
URETEROCELE, abdominal pain, and (tip), December, 
1955, p. 92 
URETEROILEOSTOMY (tip), October, 1955, p. 138 
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Urinary System: See also Bladder, Urinary 
infections, therapeutic problems of *(Mou), July, 
1955, p. 103 
Urerine CERVIX 
Cancer, biopsies in positive vaginal smears (tip), 
September, 1955, p. 120 
cancer, new methods and concepts of the Schiller 
test *(Daro & others), July, 1955, p. 71 
Urerus, cancer, vaginal cytodiagnosis in a general 
practitioner’s office *(Fusfeld), October, 1955, 
p. 109 
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Mead Johnson 


and Company 
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Awards for Graduate Training 
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Continuing progress in American medicine depends 
on how well today’s students, interns and residents 
are fitted for their challenging tasks. Every possible 
means of developing their skills and knowledge must 
be pursued. 


In this spirit, the annual Mead Johnson & Company 
Awards for Graduate Training in General Practice are 
made available. The awards make possible a year 
of residency training for interns who are planning 
careers as general practitioners. 


The Scholarship Awards Committee appointed by the 
Board of Directors of the American Academy of 
General Practice selects the candidates and admin- 
isters the funds. As with all its Scholarship Awards, 
the role of Mead Johnson & Company is limited 
solely to the provision of funds. 


Mead Johnson & Company considers it an honor to 
play even a small part in the over-all program devoted 
to developing tomorrow’s leaders in medicine. 
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